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SPECIFICALLY 
for petit mal CELONTIN 


METHSUXIMIDE: 
0.3 GRAM 
CauTion—Federal law 


probibits dispensing 
without prescription 


and psychomotor seizures 
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Clinical experience!.* indicates that CELONTIN: 

provides effective control with minimal side effects in the treatment of 
petit mal and psychomotor epilepsy; 
¢frequently checks seizures in patients refractory to other medications; 
shas not been observed to increase incidence or severity of grand mal 
attacks in patients with combined petit and grand mal seizures. 
Optimal dosage of CELONTIN should be determined by individual 
needs of each patient. A suggested dosage schedule is one 0.3 Gm. 
Kapseal daily for the first week. If required, dosage may be increased 
thereafter at weekly intervals, by one Kapseal per day for three weeks, 
to maximum total daily dosage of four Kapseals (1.2 Gm.). 

1. Zimmerman, F T., and Burgemeister, B.: Arch. Neurol. & Psychiat. 72:720, 1954. 


2. Zimmerman, F. T., and Burgemeister, B.: J.A-M.A. 157:1194, 1955. 
3. Zimmerman, F. T.: Arch. Neurol. & Psychiat. 76:65, 1956. 


the Parke-Davis family of anti-epileptics provides specificity 
and flexibility in treatment for convulsive disorders 


for grand mal and psychomotor seizures 

DILANTIN® Sodium (diphenylhydantoin sodium, Parke-Davis) is supplied in a variety of 
forms —including Kapseals® of 0.03 Gm. and of 0.1 Gm. in bottles of 100 
and 1,000. 

PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephedrine hydro- 

chloride 2.5 mg.), bottles of 100. 
for the petit mal triad 

CELONTIN® Kapseals (methsuximide, Parke-Davis), 0.3 Gm., bottles of 100, 

MILONTIN® Kapseals (phensuximide, Parke-Davis), 0.5 Gm., bottles of 100 and 1,000. 
MILONTIN Suspension, 250 mg. per 4 cc., 16-ounce bottles. 
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a superior psychochemical 


for the management of both 


minor and major 


emotional disturbances 


| 
dihydrochloride brand of thiopropazate dihydrochloride 


e@ more effective than most potent tranquilizers 
e as well tolerated as the milder agents 


@ consistent in effects as few tranquilizers are 


Dartal is a unique development of Searle Research, 
proved under everyday conditions of office practice 


It is a single chemical substance, thoroughly tested and found particularly suited 
in the management of a wide range of conditions including psychotic, psycho- 
neurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
whether it is basic or secondary to a systemic condition. 


In extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness 
and dizziness were the principal side effects reported by non-psychotic patients, 
but in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
emotional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
tive colitis, peptic ulcer and in certain frank and senile psychoses. 


Usual Dosage e In psychoneuroses with anxiety and 
tension states one 5 mg. tablet t.i.d. 


e In psychotic conditions one 10 mg. tablet t.i.d. 
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DECONGESTANT 


Central Antitussive Effect — mild, dependable 


ical Decongestion a: Neo-Synephrine® hydrochloride... 5.0 mg. 
Topical Decongestion prompt, prolonged Thenfadit@ hydrochloride... ig. 
tihistaminic an Dihydrocodeinone bitartrate .................. 1.33 mg. 
Antihistaminic and Expectorant Action Potassium guaiacol sulfonate mig. 
3 Ammonium chloride 700 may 
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Standard formulas for PREMATURES 


Breast milk is satisfactory for the feeding of 
prematures in spite of the low protein and 
mineral and high fat content. But eventual 
formula feeding should provide a high protein 
and carbohydrate to satisfy the rapid-growing 
needs of the premature and low fat content 
because of limited digestive capacity. 


Feedings of small prematures are most effec- 
tively administered by the indwelling poly- 
thene nasal catheter and of large prematures, 
by bottle with small nipples. 


The first six feedings should be a sterile 5% 
solution of Karo Syrup at 2 to 3 hour intervals; 
for subsequent feedings, breast milk or for- 
mula should be added in gradually increasing 
amounts according to tolerance and require- 
ments, as indicated in the table below. 


Initial feeding schedules 
for premature infants 

(Feedings Started After 36 Hours and Continued 

at 2 to 3 Hour Intervals) 


FEEDINGS 
First Six 
7th and 8th 


COMPOSITION 
5% Karo 


2 parts 5% Karo 
1 part breast milk 
or formula 


QUANTITY 
2-5 mi. 
6-10 mi. 


9th and 10th 1 part 5% Karo 8-15 mi. 
1 part breast milk 
or formula 


11th and 12th 1 part 5% Karo 
2 parts breast milk 
or formula 


Subsequently Breast or formula feeding 12-20 ml. 


ADVANTAGES OF KARO®IN INFANT FEEDING 


Composition: Karo is a su- 
perior maltose-dextrin mixture 
because the dextrins are non-fer- 
mentable and the maltose is 
rapidly transformed into dextrose 
which requires no further digestion. 


Concentration: Volume for 
volume Karo furnishes twice as 


many calories as similar milk 
modifiers in powdered form. 


Purity: Karo is processed at 
sterilizing temperatures, sealed 
for complete hygienic protection 
and devoid of pathogenic or- 
ganisms. 


Low Cost: Karo costs 1/5th as 
much as expensive milk modifiers 
and is available at all food stores. 


Medical Division 


SSDs CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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Therapeutic Nutrition in Chronic Disease 


and Protein Nutrition 


in Vascular Disease 


\ \ hether the eventual solution of the problem of 
atherogenesis will come out of the field of dietetics, bio- 
physics, or pharmacology, one fact remains undeniable: 


Adequate protein nutrition is considered of impor- 
tance for the age group most commonly affected by 
disease of the vascular system, so that the demands of 
good nutritional health might be met. 


Meat is outstanding among protein foods. It supplies 
all the essential amino acids, and closely approaches the 
quantitative proportions needed for biosynthesis of 
human tissue. 


In addition, it is an excellent source of B vitamins, 
including B, and By, as well as iron, phosphorus, potas- 
sium, and magnesium. 


When curtailment of fat intake is deemed indicated, 
meat need not always be denied the patient. Visible fat 
obviously should not be eaten. But the contained per- 
centage of invisible (interstitial) fat is well within the 
limits of reasonable fat allowance. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago...Members Throughout the United States 
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' STEARATE (Erythromycin Stearate, Abbott) 


Indications 


. h ERYTHROCIN is indicated in treat- 
ing infections caused by staphy- 
pneumococci lococci, streptococci 
enterococci), and pneumococci. 
Indicated also, in treating infec- 
tions that have become resistant 
to other antibiotics. May be used 
for patients who are allergic to 
penicillin or other antibacterials. 


Usually administered in a total 
daily dose of 1 to 2 Gm., depending 
on severity of infection. Suggested 
dose is 250 mg. every six hours; 
for severe infections, usual dose is 
500 mg. every six hours. 


Supplied 
In bottles of 25 and 100 Filmtabs 
(100 and 250 mg.). Also, in tasty, 
cinnamon-flavored oral suspen- 
sion, in 75-ee. bottles. Each 5-cee. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


®@Fiimtab—Film -sealed tablets, Abbott; pat. applied for 
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REMARKABLE EFFECTIVENESS PLUS A SAFETY RECORD 
UNMATCHED iN SYSTEMIC ANTIBIOTIC THERAPY TODAY 


Actually, after almost six years of extensive use, there has not been a single report 
of a serious reaction to ERYTHROCIN. And, after all this time, the incidence of 
resistance to ERYTHROCIN has remained exceptionally low. 

You’ll find ERYTHROCIN is highly effective against the majority of coccal infec- 


tions and may also be used to counteract complications from d 
severe viral attacks. It comes in Filmtabs and in Oral Suspension. bGott 
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Indications 
for those Against all penicillin-sensitive 
penicillin-sensitive organisms. For prophylaxis and 
organisms treatment of complications in 


viral conditions. And as a prophy- 
laxis in rheumatic fever and in 
rheumatic heart disease. 


Dosage 
Depending on the severity of the 
infection, 125 to 250 mg. (200,000 
to 400,000 units) every four to six 
hours. For children, dosage is de- 
termined by age and weight. 


Supplied 
Filmtabs COMPOCILLIN-V (Potas- 
sium Penicillin V, Abbott) come in 
125 mg. (200,000 units), bottles of 
50; and in 250 mg. (400,000 units), 
bottles of 25. Oral Suspension 
COMPOCILLIN-V (Hydrabamine 
Penicillin V, Abbott), contains 180 
mg. per 5-cc. teaspoonful, in 40-ce. 
and 80-cc. bottles. 
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THE HIGHER BLOOD LEVELS OF COMPOCILLIN-V 
—IN EASY-TO-SWALLOW FILMTABS AND TASTY, ORAL SUSPENSION 


Filmtab Compocillin-V 

(Potassium Penicillin V, Abbott) 
ea Uncoated Potassium Penicillin V 
oe = Buffered Potassium Penicillin G 


Doses of 400,000 units were administered before 
mealtime to 40 subjects involved in this study. 


The chart represents a comparison of the blood levels of 
FILMTAB COMPOCILLIN-V (Potassium Penicillin V, Abbott) 
with uncoated potassium penicillin V, and with buffered 
potassium penicillin G. Bar heights show ranges, while 
crossbars show medians. Note the high ranges and aver- 
ages of FILMTAB COMPOCILLIN-V at *% hour, and at 1 hour. 


Now, with Filmtah COMPOCILLIN-V, patients get (and within minutes) fast, high peni- 
cillin concentrations. Note the blood level chart. 

COMPOCILLIN-V is indicated whenever penicillin therapy is desired. It comes in 
two highly-acceptable forms. Filmtab COMPOCILLIN-V offers two therapeutic dosages 
(125 and 250 mg.). Patients find Filmtabs tasteless, odorless and easy-to-swallow. 


For children, COMPOCILLIN-V comes in a tasty, banana-flavored (be 
suspension. It’s ready-mixed — stays stable for at least 18 months. (ott 
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and when 
coccal infections 
hospitalize 
the patient 


Spontin 


(Ristocetin, Abbott) 


Indications 


SPONTIN is indicated for treating gram- 
positive bacterial infections. Clinical 
reports have indicated its effectiveness 
against a wide range of staphylococcal, 
streptococcal and pneumococcal infec- 
tions. It can be considered a drug of 
choice for the immediate treatment of 
serious infections caused by organisms 
resistant to other antibiotics. 


Dosage 


Recommended dosage depends on the 
sensitivity of the microorganism and on 
the severity of the disease under treat- 
ment. For pneumococcal and streptocoe- 
cal infections, a dosage of 25 mg./Kg. 
per day will usually be adequate. Major- 
ity of staphylococcal infections will be 
controlled by 25 to 50 mg./Kg. per day. 
However, in endocarditis due to rela- 
tively resistant strains or where vege- 
tations or abscesses occur, dosages as 
high as 75 mg./Kg. per day may be used. 
It is recommended that the daily dosages 
be divided into two or three equal parts 
at eight- or twelve-hour intervals. 


Supplied 


SPONTIN is supplied as a sterile, lyophi- 
lized powder, in vials representing 500 
mg. of ristocetin activity. 
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A LIFESAVING ANTIBIOTIC AFTER OTHER ANTIBIOTICS HAD FAILED 


SPONTIN comes to the medical profession with a clinical history of dramatic results 
— cases where the patients were given little chance of survival. 


During these careful, clinical investigations, lives were saved after weeks (and 
sometimes months) of antibiotic failures. These were the cases where the infecting 
organisms had become resistant to present-day therapy. And, just as important, 
were the good results found against a wide range of gram-positive coccal infections. 

Essentially, SPONTIN is a drug for hospital use, for patients with potentially 
dangerous infections. In its present form, SPONTIN is administered intravenously 
using the drip technique. Dosage may be dissolved in 5% dextrose in water or in 
any isotonic or hypotonic saline solution. Some of the important therapeutic points 
of SPONTIN include: 


1 successful short-term therapy for acute or subacute endocarditis 
2 new antimicrobial activity — no natural resistance to SPONTIN was found in 


tests involving hundreds of coccal strains 


3 antimicrobial action against which resistance is rare — and extremely diffi- 
cult to induce 
4 bactericidal action at effective therapeutic dosages. 


SPONTIN is truly a lifesaving antibiotic. It could save the life B60: 
of one of your patients—does your hospital have it stocked? tt 
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NEW TREATMENT 


for Tk Ic 


THE PROPHYLAXIS 


ANGINA PECTORIS 


‘Cardilate’ tablets 7 shaped for easy retention 
in the buccal pouch 


“... the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


**Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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The Best Tasting Aspirin you can prescribe. 


The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (1's grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION o Ster 1450 Broadway, New York 18, N. Y. 
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TETRACYCLINE PHOSPHATE COMPLEX WITH PHENYLTOLOXAMINE AND APC 


Each TETREX-APC WITH BRISTAMIN Capsule contains: 


A broad-spectrum antibiotic 
TETREX (tetracycline phosphate complex) .. 125 mg. < 


(tetracycline HC! activity) 


An established analgesic-antipyretic combination 


A dependable antihistamine 
BRISTAMIN {phenyltoloxamine, Bristo!) 25 mg. : 


4 Dosage: Adults: 2 capsules at onset of symptoms, followed by 2 capsules 3 or 4 2 ‘ 
= times a day for 3 to 5 days. Children, 6 to 12 yrs.: One-half adult dose. 2 te 


Supplied: Bottles of 24 and 100 capsules. 
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a new era 


in sulfa therapy 


ONLY ONE TABLET A DAY 


SULFAMETHOXYPYRIDAZINE (3-SULFANILAMIDO-6-METHOXYPYRIDAZINE) LEDERLE 


New authoritative studies prove that KyNEX dosage can be reduced even 
further than that recommended earlier. Now, clinical evidence has established 
that a single (0.5 Gm.) tablet maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KyYNEx stands alone in sulfa per- 
formance — 

* Lowest Oral Dose In Sulfa History—0.5 Gm. (1 tablet) daily in the usual 
patient for maintenance of therapeutic blood levels 

* Higher Solubility—effective blood concentrations within an hour or two 

* Effective Antibacterial Range—exceptional effectiveness in urinary tract 
infections 

* Convenience—the low dose of 0.5 Gm. (1 tablet) per day offers optimum 
convenience and acceptance to patients 

NEW DOSAGE. The recommended adult dose is 1 Gm. (2 tablets or 4 teaspoon- 
fuls of syrup) the first day, followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls of 
syrup) every day thereafter, or | Gm. every other day for mild to moderate 
infections. In severe infections where prompt, high blood levels are indicated, 
the initial dose should be 2 Gm. followed by 0.5 Gm. every 24 hours. Dosage 
in children, according to weight; i.e., a 40 Ib. child should receive 44 of the 
adult dosage. It is recommended that these dosages not be exceeded. 
tTastets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyri- 
dazine. Bottles of 24 and 100 tablets. 

syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. 
of sulfamethoxypyridazine. Bottle of 4 fl. oz. 


1. Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER, NEW YORK [ Lederie ) 


*Reg. U. S. Pat. Off 
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(CHLOROTHIAZIDE) 


EDEMA 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 


e The only orally effective nonmercurial agent 
with diuretic activity equivalent to that of the 
parenteral mercurials. 


e Excellent for initiating diuresis and maintaining 
the edema-free state for prolonged periods. 


e Promotes balanced excretion of sodium and 
chloride—without acidosis. 


Any indication for diuresis is an in- 
dication for 'DIURIL’: 

Congestive heart failure of all degrees of severity; 
premenstrual syndrome (edema); edema and toxe- 
mia of pregnancy; renal edema—nephrosis; ne- 
phritis; cirrhosis with ascites; drug-induced edema. 
May be of value to relieve fluid retention compli- 
cating obesity. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide); bottles of 100 and 1,000. 
"ptURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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INITIATE 'DIURIL’ THERAPY 
'DIURIL' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 

ADJUST DOSAGE OF OTHER AGENTS 

#~ The dosage of other antihypertensive medication 

(reserpine, hydralazine, etc.) is adjusted as indi- 
cated by patient response. If the patient is estab- 
lished on a ganglionic blocking agent (e.g., 'IN- 
VERSINE') this should be continued, but the total 
daily dose should be immediately reduced by 25 
to 50 per cent. This will reduce the serious side 
effects often observed with ganglionic blockade. 


3 ADJUST DOSAGE OF ALL MEDICATION 

The patient must be frequently observed and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 
BENEFITS: 


e improves and simplifies the management « 


e« markedly enhances the effects of antihypertensive agents 

e reduces dosage requirements for other antihypertensive 
agents—often below the level of distressing side effects 

* smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 
SMmoo! WLOTEe troubdle- manages 


ment of hypertension 
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when you encounter 


e respiratory infections 

gastrointestinal 
infections 

e genitourinary 
infections 

e miscellaneous 
infections 


for all 
tetracycline-amenable 
infections, 
prescribe superior 


Squibb Tetracycline Phosphate Compiex 


In your patients, SUMYCIN produces: 


1. Superior initial tetracycline blood levels—faster and higher 
‘than ever before—assuring fast transport of adequate tetra- 
cycline to the site of the infection. 


2. High degree of freedom from annoying or therapy-inter- 
rupting side effects. 


Tetracycline phosphate 
rom plex equtr. te 
y tetracycline HCl (mg.) Packaging: 
cin Capsules (per Capsule) 250 Bottles of 16 and 100 


_ 23 Sumycin Suspension (per 5 ec 2 2 oz. bottles 
Squibb Qualit y— 


Sumycin Pediatric Drops 
the Priceless Ingredient 


(per ce.—20 drops) 


10 ce. dropper bottles 
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ATARAX 


in any 
hyperemotive 
state 


for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
tet t.id.; over 6 years, two tablets 
tid. Syrup—3-6 years, one tsp. 
ti.d.; over 6 years, two tsp. ti.d. 

for aduit tension and anxiety 
25 mg. tablets—one tabiet q.i.d. 
Syrup—one tbsp. q.i.d. 

for severe emotional disturbances 
100 mg. tabiets—one tabiet t.i.d. 


fer adult psychiatric and emotional 
emergencies 


Parenteral Soilution—25-50 mg. 
(1-2 cc.) intramuscularty, 3-4 
times daily, at 4hour intervais. 
Dosage for children under 12 not 
established. 


Supplied: Tabiets, bottles of 100. Syrup, 
pint bottles. Parenteral Solution, 10 cc. 
muitipie-dose vials. 


The psychological needs of the elderly confront physicians with one of their most 
perplexing problems. Perhaps no other patient group suffers so much from emo- 


tional distress. Yet, precisely because of their age, geriatric patients often seem 
beyond the reach of tranquilizing treatment. 


When tranquilization seems risky... 


They are too much beset by complicating chronic ailments, too susceptible to 
serious side effects. Ataraxia is clearly indicated, yet the doctor cannot risk side 
reactions on liver, blood or nervous system. 


Is there an answer to this dilemma? 


We feel there is. In four recent papers investigators have reported good resuits with 
ATARAX in patients up to 90 years of age.* In one study, improvement was “pro- 
nounced” in 76%, “good” in an additional 18.5%.* ATARAX has been successfully 
used in such cases as senile anxiety, agitation, hyperemotivity and persecution 
complex.* On ATARAX, patients became “ quieter and more manageable. They 
slept better and demonstrated improved relations with other patients and hospital 


personnel. Even their personal hygiene improved, and they required less super- 
visory management."’* 


. . ATARAX is safe 


Yet even in the aged, ATARAX has given “no evidence of toxicity. . . . Complete liver 
function tests and blood studies were made on all patients after two months of 
therapy. . . . There were no significant abnormalities.”* With still other elderly 
patients “tolerance to the drug was excellent, even in cases where the patients 
were given relatively high doses.""* Similarly, no parkinsonian effects have been ob- 
served on ATARAX therapy. 


Nor does ATARAX make your patients want to sleep all day. Instead, they can better 
take care of themselves, because ATARAX leaves them both calm and alert. In sum, 
ATARAX “. .. does not impair psychic function and has a minimum of side effects. 
... It appears that ATARAX is a safe drug. . . .”* 

These, undoubtedly, are the results you want when emotional problems beset your 
geriatric patients. For the next four weeks, won't you prescribe tiny ATARAX tablets 
or pleasant-tasting ATARAX syrup — both so readily acceptable to the elderly. 


ATARAX 


(BRAND OF HYDROXYZINE) 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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equivaient (phosphate-buffered) and 290,000 
units Nystatin. ORAL SUSPENSION (cherry- 
mint favored) Each 5 teaspoonful contains 
125 mg. tetracycline HC] equivalent (phos- 
phate-buffered) and 125,000 units Nystatin, 


Basic oral dosage (6-7 mg. per Ib. body weight 
per day) im the average adult ig 4 capsules or 


tp. of per day, equivalent 


to Gm. of = V 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID ¢ 
 *Trad 


Monilial overgrowth 
is a factor 


Combines ACH 


ACHROSTATIN V combines ACHROMYCINt V 

-.. the new rapid-acting oral form of ACHROoMyYcINt 
Tetracycline . .. noted for its outstanding 
effectiveness against more than 50 different infections 
---and NysTaTIN ...the antifungal specific. 
ACHROSTATIN V provides particularly effective 
therapy for those patients prone 

to monilial overgrowth during a protracted course 

of antibiotic treatment. 


OMPANY, PEARL RIVER, N. Y.  Lederie 
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“Since we've had him on NEOHYDRIN he can walk 
without dyspnea. I wouldn't have believed it possible 
a month ago.” 


oral TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 


Vor. 85, Marcu, 1958 
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A few suggestions on how to give your patient a diet he can “stick to” — 


The Low 
Calorie Diet 


A diet that calls for lamb chops when they 
aren’t on the restaurant menu is an invitation 
to “slip off.” But a diet outline that lets 
your patient fill in the details provides incen- 
tive to stick to his diet. 

He must remember that a candy bar equals 
a hamburger in calories only. An alternative 
must be equivalent in nutrition, too. 


—and a glass 
of beer, at 


your discretion, 


fora 


morale-booster 


J 


Fresh fruits or vegetables such as celery 
and radishes make good low-calorie nibbles. 
Spices and herbs, lemon and vinegar add 
zest with few or no calories. 

Have your patient keep a calorie count. 
Then witha glass of beer* to brighten meals, he 
is more likely to follow a balanced diet later. 


104 Calories/3 oz. glass (Average of American Beers) 


United States Brewers Foundation 
Beer — America’s Beverage of Moderation 


If you'd like reprints of 12 special diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y. 
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Relieve moderate or severe pain 
Reduce fever 


Alleviate the general malaise of 
upper respiratory infections 


maximum codeine analgesia /optimum antipyretic action 


“Subject to Federal Narcotie Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Codeine Phosphate ..... 

Aspirin ( Acetylsalicylic Acid). ..... . gr. 3% 


Codeine Phosphate ..... 
Aspirin (Acetylealieylic Acid). ..... . gr. 3% 


...from pain of muscle and joint origin, simple headache, neuralgia, 
and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOUN 


Aspirin (Acetyisalicylic Acid) ....... gr. 3% 


am mild pain complicated by tension and restlessness. 


® 
Acetophenetidin ........... 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


*Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


— 
.-.from moderate to severe plicated by tension, anxiety and restlessness. 
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“It has a high degree of clinica! 
safety... it is considered 

to be the preferred antimalarial 
drug for treatment of disorders 

of connective tissue, because 

of the low incidence of gastrointestinal! 


distress as compared to that 
with chlorequine phosphate.’ 


HOCH —— CH—N— CH, 


\ “... Plaquenil is decidedly less toxic and better 


tolerated by the average patient, even in high 
dosage, than is chloroquine,’ 


CH, 


CH, 


the least toxic of its class... .’” 


HY OROCHLORIDE | 


CH, 
NH .CH.CH, CH, CH, N(C,M,), 
® 
PHOSPHATE 


$ SIDE EFFECTS MARKEDLY REDUCED 
DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaqueni! sulfate daily. : , 
Maintenance — 200 to 400 me. (1 or 2 tablets) daily. Write for Booklet i, 
suppuzo: Tablets of 200 mg., bottles of 100. (ithe 


REFERENCES: 


1. Scherbel, AL, Sehuchter, S.L., and Garrison, Cleveland Clin. Quart. 24.98, Apr, 1957. A tabrt brand 

2. Editorial: Bull A. Mil. Dermatologists, The Shock Section 5:25, Nov., 1956. ~ 
3. Cornbleet, Theodore: Arch. Dermat, 73-572, June, 1956. ‘trademarks reg. U S. Pat ‘Off 
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Significant Robins research discovery: 


“yj 


A NEW SKELETAL 
MUSCLE RELAXANT 


RoBAxIN — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an 
entirely new agent for effective and well-tolerated skeletal muscle 
relaxation. ROBAXIN is an entirely new chemical formulation, with 


outstanding clinical properties: 


@ Highly potent and long acting.** 
@ Relatively free of adverse side effects.'?***°7 


@ Does not reduce normal muscle strength or reflex activity . 
in ordinary dosage.’ 


e Beneficial in 94.4% of cases with acute back pain ; 
due to muscle spasm.'***” 


> 


CLINICAL RESULTS 


DISEASE ENTITY 


Acute back pain due to 


(a) Muscle spasm secondary 
to sprain 


(b) Muscle spasm due to 
trauma 


(c) Muscle spasm due to 
nerve irritation 


(d) Muscle spasm secondary 
to discegenic disease 
and postoperative 

orthopedic procedures 


Miscellaneous (bursitis, 
torticollis, etc.) 


TOTAL 


Uf” My 
| 
‘ 


Highly specific action 


RosAxIN is highly specific in its action on the 
internuncial neurons of the spinal cord — with 
inherently sustained repression of multisyn- 
aptic reflexes, but with no demonstrable effect 
on monosynaptic reflexes. It thus is useful in 
the control of skeletal muscle spasm, tremor and 
other manifestations of hyperactivity, as well 
as the pain incident to spasm, without impair- 


ing strength or normal neuromuscular function. 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Beneficial in 94.4% of cases tested 


When tested in 72 patients with acute back 
pain involving muscle spasm, ROBAXIN in- 
duced marked relief in 59, moderate relief in 
6, and slight relief in 3 — or an over-all bene- 
ficial effect in 94.4%.1*:+°7 No side effects 
occurred in 64 of the patients, and only slight 
side effects in 8. In studies of 129 patients, 
moderate or negligible side effects occurred 
in only 


Indications — Acute back pain associ- 
ated with: (a) muscle spasm secondary to 


WITH ROBAXIN IN ACUTE BACK PAIN‘ $.4.6.7 


sprain; (b) muscle spasm due to trauma; 


(c) muscle spasm due to nerve irritation; 
(d) muscle spasm secondary to discogenic 


disease and postoperative orthopedic 
procedures; and miscellaneous conditions, 


NO. OF § DURATION - RESPONSE 
CASES PER OAY (divided) mod. slight neg.) EFFECTS 
18 2-42 days 3-6 Gm. 17 1 0 None, 16 
Dizziness, 1 
Slight nausea, 1 
13 1-42 days 2-6 Gm. 8 1 3 None, 12 
Nervousness, 1 
5 4-240 days 2.25-6 Gm. 4 1 0 None, 5 
30 2-28 days 1.5-9 Gm. 24 3 0 None, 25 
Dizziness, 1 
Lightheaded- 
ness, 2 
Nausea, 2 * 
« 6 3-60 days 4-8 Gm. 6 0 0 None, 6 
on 
t 
72 59 |3 


References: 1. Carpenter, E. B.: Publication pending. 2. Carter, 
C. H.: Personal communication. 3. Forsyth, H. F.: Publication 
pending. 4. Freund, J.: Personal communication. 5. Morgan, 
A. M., Truitt, E. B., Jr., and Little, J. M.: American Pharm. Assn. 


such as bursitis, fibrositis, torticollis, etc. 


Dosage — Adults: Two tablets 4 times 
daily to 3 tablets every 4 hours. Total daily 
dosage: 4 to 9 Gm. in divided doses. 


Precautions — There are no specific con- 
traindications to Robaxin and untoward 
reactions are not to be anticipated. Minor 
side effects such as lightheadedness, dizzi- 
ness, nausea may occur rarely in patients 
with unusual sensitivity to drugs, but dis- 
appear on reduction of dosage. When ther- 
apy is prolonged routine white blood cell 
counts should be made since some decrease 
was noted in 3 patients out of a group of 
72 who had received the drug for periods 
of 30 days or longer. 


bottles of 50. 


46:374, 1957. 6. Nachman, H. M.: Personal communication. 


7. O'Doherty, D.: Publication pending. 8. Truitt, E. B., Jr., and 
Little, J. M.: J. Pharm. & Exper. Therap. 119:161, 1957, 


A. H. ROBINS CO., INC., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 


Supply — Robaxin Tablets, 0.5 Gm., in 
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IN ALL DIARRHEAS... REGARDLESS OF ETIOLOGY 


SULFASUXIDINE PECTIN-KAOLIN-NEOMYCIN SUSPENSION 


SOOTHING ACTION... Kaolin and pectin coat and soothe the inflamed mucosa, ad- 
sorb toxins and help reduce intestinal hypermotility. 


BROAD THERAPY... The combined antibacterial effectiveness of neomycin and 


Sulfasuxidine is concentrated in the bowel since the absorption of both agents 
is negligible. 


LOCAL IRRITATION IS REDUCED and control is instituted against spread of infective 
organisms and loss of body fluid. 


PALATABLE creamy pink, fruit-flavored CREMOMYCIN is pleasant tasting, readily 
accepted by patients of all ages. 


* Sulfasuxidine is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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FAST 
‘ 
. 


"It happened 


at work 

while he 
was putting : 
FOR PAIN 
something" Pe od : 

Mom his ually within 5-15 min 

felt like . , ee ually for 6 hours or more 

it was on 

fire" 


“He couldn't 
swing a bat 
without 
hurting" 


"But Doctor 
gave him 
some nice 
pills --and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST 


i 
HURT HI2 BACK REAL BAD 
: 
RARELY CONSTIPATES... 
7 ate, 0.38 mg. homatropine terephthalate, 224 mg. 


there’s pain and more potent and 


comprehensive 


inflammation here... treatment than 
it could be mild salicylate alone 


. . . assured anti-inflammatory 
or severe, acute effect of low-dosage 
or chronic, primary 

... additive antirheumatic 
or secondary action of corticosteroid 
fibrositis—or even eines 

. rapid pain relief; aids 

early rheumatoid restoration of function. 


arthritis 


. wide range of application 
including the entire 
fibrositis syndrome 

as well as early or mild 
rheumatoid arthritis 


more manageable 
corticosteroid dosage 


. much less.likelihood 


of treatment-interrupting 
side effects’ 


. Simple, flexible 
dosage schedule 


i 


Acute conditions: Two or three 
tablets four times daily. After 
desired response is obtained, 
gradually reduce daily dosage 
and then discontinue. 
Subacute or chronic conditions: 
Initially as above. When satisfactory 
control is obtained, gradually reduce 
the daily dosage to minimum 
effective maintenance level. For best 
results administer after meals and 
at bedtime. 

Precautions: Because siGMAGEN 
contains prednisone, the 
same precautions and 
contraindications observed 
with this steroid apply also 
to the use of siIGMAGEN. 


in any case 
it calls for 


tablets 


Composition 


Meticorten® (prednisone) 0.75 mg. 
Acetylsalicylic acid ; .. 325 mg. 
Aluminum hydroxide 75 mg. 
Ascorbic acid 20 mg. 


Packaging: SicmaceEN Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A, 159-645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 


R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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PRODUCT 
PETERSB 


RETIC and ANTIHISTAMINIC. The inclusion of 


A NEW, CORTICOSTEROID MOLECULE WITH GREATER ANTIALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 
= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
a ARTHRITIC DISORDERS = DERMATOSES 


Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
gradually reduce to maintenance levels. 
See package insert for specific dosages and precautions. 
1 mg. tablets, bottles of 50 and 500. 
4 mg. tablets, bottles of 30 and 100. 
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Wily > 
Squibb Quality—the Priceless Ingredient 


\ ase 


SQUIBS 
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far less tinal | 
‘distress 
safe to use in asthma 
@ no unnatural 
® and on a lower daily dosage 
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a 
as adjunctive therapy only 


FIRST TROCHE PROVIDE 
THREEFOLD BENEFITS 


TROCHES 


NON-NARCOTIC ANTITUSSIVE EFFICACY 
SHOWN TO APPROXIMATE THAT OF CODEINE 


With the addition of a non-narcotic antitussive 
to troche medication, ‘PENTAZETS’ provides 

a new and extended therapeutic advantage in 
this convenient form of treatment. 


Treatment of the cough too, so often a 
troublesome symptom of sore throat, combined 
with wide-range antibiotic activity and 
soothing analgesic benefit, now offers threefold 
relief in a variety of throat irritations. 


And ‘PENTAZETS’ are pleasant-tasting, too, 
making them highly acceptable, especially 
to children. 


‘PENTAZETS’ contains: 


¢ Homarylamine—a new non-narcotic antitussive with cough 
control shown to approximate that of codeine. * Bacitracin- 
Tyrothricin-Neomycin —a combined antibiotic treatment 
against many pathogenic organisms with little danger of 
unfavorable side effects. * Benzocaine—a local anesthetic for 
soothing relief to inflamed tissues. Being slowly absorbed, 
it is especially beneficial for prolonged effect and benefit to 
surrounding areas. 


Supplied: Vials of 12. 


Each ‘PENTAZETS'’ troche contains: 


Homarylamine hydrochloride . 20 mg. 

Zine Bacitracin 50 units 

Tyrothricin —— 

Neomycin sulfate 
(equivalent to 3.5 mg. neomycin base) 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA 
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PENTAZETS is a trademark of Merck & Co., Inc. 


TeETRANITRATE) (nvoroxyzine) 


freedom from 
anginal attacks 


In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients—perhaps the next one who 
enters your office—won’'t you consider new 
CARTRAX? This doubly effective therapy combines 
PETN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. 

Thus CARTRAX relieves not only the anginal pain 
but reduces the concomitant anxiety. 


Dosage and supplied: begin with | to 2 yellow cARTRAX 

“10” tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink CaRTRAXx “20” tablets 

(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 

a continuous dosage schedule. Use pETN preparations 

with caution in glaucoma. 

“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 
therapeutic approach to the cardiac problem.”* 


New York 17, New York 1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 8:1075 (July) 1957. 
Division, Chas. Pfizer & Co., Inc. TRADEMARK 
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hor al effects associated 


The Achievement in Skin Diseases: Ina study of 26 patients with severe 
dermatoses, ARISTOCORT was proved to have potent anti-inflammatory and antipruritic properties, 


even at a dosage only 34 that of prednisone.'. . . Striking affinity for skin and tremendous potency in 
controlling skin disease, including 50 cases of psoriasis, of which over 60% were reported as 


markedly improved*... absence of serious side effects specifically 


The Achievement in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of anrstocort corresponded in effect to 10 mg. of 
prednisone daily Cin addition, gastric ulcer which developed during prednisone therapy in 2 cases 


disappeared during arisrocort therapy).* 


. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: J. A. M. A. 
165:1821, (Dec. 7) 1957. 

. Shelley, W. B., and Pillsbury, D. M.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: Personal Communication. 

. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
presented at International Congress on Rheumatic Diseases, Toronto, 
June 25, 1957. 

. Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 

. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: Paper 
presented at Nephrosis Conference, Bethesda, Md., Oct. 26, 1957. 

. Ibid.: Personal Communication. 

. Barach, A. L.: Personal Communication. 

. Segal, M. S.: Personal Communication. 

. Cooke, R. A.: Personal Communication. 

. Dubois, E. L.: Personal Communication. 
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The Achievement in Respiratory Allergies: “Good to excellent” results 
in 29 of 30 patients with chronic intractable bronchial asthma at an average daily dosage of only 
7 mg.®... Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. to control allergic rhinitis 


in a group of 42 patients, with an actual reduction of blood pressure in 12 of these.’ 


The Achievement in Other Conditions: Two failures, 4 partial remissions 
and § cases with complete disappearance of abnormal chemical findings lead to characterization 
of anistocort as possibly the most desirable steroid to date in treatment of the nephrotic syn- 
drome.®:*. .. Prompt decrease in the cyanosis and dyspnea of pulmonary emphysema and fibrosis, 
with marked improvement in patients refractory to prednisone.’ "17... Favorable response 


reported for 25 of 28 cases of disseminated lupus erythematosus.** 


Triamcinolone LEDERLE 


Depending on the acuteness and severity of the disease under therapy, the initial 
dosage of anisTocorT is usually from 8 to 29 mg. daily. When acute 
manifestations have subsided, maintenance dosage is arrived at gradually, 
usually by reducing the total daily dosage 2 mg. every 3 days until the smallest 
dosage has been reached which will suppress symptoms. 

Comparative studies of patients changed to artstocort from prednisone 
indicate a dosage of aristocort lower by about 1% in rheumatoid arthritis, 

by 13 in allergic rhinitis and bronchial asthma, and by 3 to 1% in inflammatory 
and allergic skin diseases. With arisTocoRT, no precautions are necessary 

in regard to dietary restriction of sodium or supplementation with potassium. 


ARISTOCORT is available in 2 mg. scored tablets (pink), bottles of 30; 


and 4 mg. scored tablets (white), bottles of 30 and 100. 


E> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER NEW YORK 
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In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, “unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion. . . .”* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 


Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 


“Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each double-dose “timed-release” TRIAMINIC 
Tablet contains: 


Phenylpropanolamine hydrochloride 50mg. 
Pyrilamine maleate . . .-. . 25mg. 
Pheniramine maleate. . . 25mg. 


Dosage: 1 tablet in the morning, afternoon, and 
in the evening if needed. 


congestion orally 


Also available: Triaminic Syrup, for children and 
those adults who prefer a liquid medication. 


tablets 


running noses .. and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 


Each double-dose “timed-release” 
tablet keeps nasal passages 

clear for 6 to 8 hours — 

provides “around-the-clock” 
freedom from congestion on 

just three tablets a day 


ftret—the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


@en—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


® 


VircInta MepicaL MoNTHLY 


4 
42 
‘ 


for simultaneously combating 
inflammatfon, allergy, infection 


(0.5% prednisolone acetate and 10% sulfacetamide sodium —~ 
5 ce. dropper bottle) 


(0.5% prednisolone acetate, 10% sulfacetamide sodium and 
0.25% neomycin sulfate—% oz. tube) 


(0.2% prednisolone 
acetate and 
0.3% 


5 ec. dropper 
bottle) 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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(Gulfacetamide Sodium U.S.b —5 and 15 cc. dropper bottles) 
(15 ce. dropper bottle) y 
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DARVON 
THE 


1 The non-narcotic analgesic with the potency of codeine 


DARVON (Dextro Propoxyphene DARVON COMPOUND (Dextro Pro- 
Hydrochloride, Lilly) is equally as po- poxyphene and Acetylsalicylic Acid 
tent as codeine yet is much better Compound, Lilly) combines the antipy- 
tolerated. Side-effects, such’as nausea retic and anti-inflammatory benefits of 
or constipation, are minimal. You will ‘A.S.A. Compound’* with the analgesic 
find ‘Darvon’ helpful in any condition properties of ‘Darvon.’ Thus, it is useful 
associated with pain. The usual adult in relieving pain associated with recur- 
dose is 32 mg. every four hours or 65 rent or chronic disease, such as neural- 
mg. every six hours as needed. Avail- gia, neuritis, or arthritis, as well as acute 
able in 32 and 65-mg. pulvules. pain of traumatic origin. The usual adult 
dose is 1 or 2 pulvules every six hours 
as needed. 


Each Pulvule ‘Darvon Compound’ provides: 
Acetophenetidin . . ee 162 mg. 
‘A.S.A.” (Acetylsalicylic Acid, Lilly). . . . . . 227mg. 


INDIANAPOLIS 6, INDIANA, 
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Guest Editorial .... 


Medical Program of the U.M.W.A. 
Welfare and Retirement Fund 


INE YEARS AGO the United Mine Workers Welfare Fund embarked 
the largest medical care program of its kind that had ever been established. 
purpose was to provide the highest quality cf medical care obtainable for about a 


million miners and their families for most of whom the la f adequate 1 


1; 
med i 


services had been distressing. 
The administration of the medical 
lieved that organized medicine would hel; 
who sought the cooperation of its members at 
the outset. Liaison committees were appoi 
factory solution of problems of mutual con 
As data accumulated, however, it becam« 
length of hospital stay of Fund benefi 
noses < operative surgery in many instances left much to be desired. Thes 
were discussed with individual physicians and state and local medical societies « 
period of several vears, and corrective asures were 
ment resulted. 
In consequence, the Fund adopted a nts would 


itle 


be seen in consultation with an appropriate s] ist to consid necessity of | 
pitalization. This reduced the rate of hospital admissions by a uch as thirty, 
in some cases fifty per cent. It was bitterly cj 1 by the medical societies of several 
states, however, and was largely discontinued in the face of disapproval of the House 
ot Delegates of the A.M.A., June, 19355 

Following this, an agreement on measures for resolving diff 
between the Medical Service of the Fund 


Medical Society of the State of Pennsylvania. This seemed to hold great promise 


met with editorial commendation by the Journal of the A.M.A. Within a few months, 


however, it was declared “null and void, termi: 1 and ended” by action of the House 


| 


of Delegates of the Pennsylvania Society. No warning was given and no reasons 
were stated. 
Failing in its efforts to insure a satisfactory quality of medical care by the fore- 
going measures, the Fund decided to give preference, as far as practicable, to phy- 
sicians who were certified as surgeons, rather than make payment to physicians whose 
qualifications for surgery it was not in position to judge. This likewise resulted in a 
storm of medical society protest and retaliation. 

The Executive Medical Officer of the Fund then requested the A.M.A. Committee 
on Medical Care for Industrial Workers to lend its good offices to finding some way 
of assuring high quality medical care to Fund beneficiaries that would be mutually 
satisfactory. 

The Committee responded by devising “Suggested Guides” which inform the Fund, 
in effect, that it should assume that every physician, if he claims to be, is competent 
to perform any service that a beneficiary may require unless his “peers’’ consider other- 
wise, and that the Fund should pay any hospital that a beneficiary might select for 
any quality of service it might render. This is precisely the policy the Fund adopted 
at the outset and which it cannot continue for the reasons stated. 
We know from our nine years of experience that the best quality of medical care 
obtainable for Fund beneficiaries would not be achieved by acceptance of provisions 
such as these. On the contrary, we are led to the conclusion that quality of service 
and conservation of resources may best be assured by utilizing the services only of 
physicians and hospitals we have found are necessary and essential. 

It is our earnest desire to continue the friendly understanding and cooperative rela- 
tionship which have always existed with the fair-minded members of the medical 


profession who know the spirit and intent with which our program has been conceived 


and carried out. 


WarrEN F. Draper, M.D. 


Editor's Note: Dr. Draper was formerly State Health Commissioner of Virginia. He is now 
Executive Medical Officer of the United Mine Workers of America Welfare and Retirement 
Fund. We are glad to give him a chance to present his side of this controversial subject. 
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Tranquilizers 
Uses and Abuses 


§ ten SUBJECT we are to discuss has become 

as common as comment on the weather when- 
ever two people meet. The tranquilizers have been 
all but advertised like a patent medicine. Each lay 
publication has vied with the other in bringing the 
latest “‘medical” facts about the tranquilizers to 
the public’s attention, and we doctors have been 
hard-pressed to keep up with our patients’ growing 
fund of half-knowledge. 

Perhaps this is the “Age of Anxiety” as it has 
been called or perhaps mass communication methods 
have made it p issible for us to be more aware of the 
extent and scope of anxiety. However that may be 
the need to calm the nerves or to stimulate them is 
not new to our age. It is probably as old as man 
himself. 

The problem we are faced with is the wide ac- 
ceptance and misuse of drugs as well as their 
appropriate uses. The doctor is in a position now 
to treat his patient as a puppeteer toys with a pup- 
pet. He can stimulate him in the morning to face 
the everyday trials, calm him down for lunch, give 
him a pick-up for the afternoon and settle him 
down again for sleep. This isn’t just cartoon-fodder. 
The danger lies in our treating and relieving the 
symptoms while allowing the cause to rest secure to 
raise its head another day. 

What are these tranquilizers? The so-called tran- 
quilizers are drugs which reduce anxiety, nervous 
tension, and muscular tension. They are sedatives 
in a way but their actions and reactions are entirely 
different from the older sedatives such as the bar- 
biturates and bromides. This represents an advance 
in medicine since the old sedatives left a hang-over 
more marked than any seen with the use of tran- 
quilizers, and at the same time it makes the abuse 
of the tranquilizers more apt. 

The use of tranquilizers to sooth normal healthy 
anxiety is both wrong and poor medicine. I believe 
most doctors today explain to the patient who re- 
quests sedatives and/or tranquilizers because of nor- 
mal unhappy reactions or anxiety that it is better 
not to use sedatives or tranquilizers. Next, I believe 


James Asa SHIELD, M.D., Staff, Tucker Hospital, Rich- 
mond, Virginia. 
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JAMES ASA SHIELD, M.D. 


Richmond, Virginia 


to use the Chlorpromazine (Thorazine) group for 


simple anxiety is using too powerful and risky a drug 
for a minor complaint 


Thorazine, I know, has at 
times very much disturbed some patients and treat- 
ment-produced symptoms have been worse than th 
initial complaints 

It is usually the fear or concern of not under- 
standing the reason for one’s pain, weakness, swell- 
ing, etc., that makes the patient call the doctor. In 
turn, the patient wants cure. He wants his symp- 
toms relieved, organic and/or functional. 

Every good doctor in his respective field treats 
the anxiety created by the patient’s complaint along 
with the complaint itself. At times the doctor finds 
that for this reason or that. the patient’s whole prob- 
lem is his anxiety alone. Thus the doctor awarely 
or unawarely treats the emotion of apprehension 
and anxiety. 

How much medicine is being used by doctors? In 


order to be helpful to their 


patients, it is estimated 
that there were 585,220,000 prescriptions written by 
the medical profession in 1956, the last available 


figure. This is roughly 3 plus prescriptions per 


individual in the United States. This does not ac- 
count for much of the medicine ordered for the 22 
million patients admitted to hospitals and treated 
with medicines in 1956. 

According to independent audits, the following 
are the ten most widely prescribed prescription items 
for the first six months of 1957: 

1. Achromycin—Broad Spectrum Antibiotics, 
Lederle 

2. Empirin Compound—Analgesic, 
Wellcome 

3. Gantrisin 

4+. Equanil 


5. Chlor-Trimeton 


Burroughs- 


Sulfonamide, Hoffmann-LaRoche 
Tranquilizer, Wyeth 
-Antihistaminic, Schering 
6. Donnatal 

Robins 
7. Demerol 


-Antispasmodic & Sedative, 


Analgesic, Winthrop Labs. 

8. Phenaphen—Analgesic-Sedative, Robins 

9. Chloromycetin 
Parke, Davis 

10. Seconal Sodium 

notic, Lilly 


Broad Spectrum Antibiotic. 


Barbiturate Sedative, Hyp- 


| 
a 


Any prescription given a patient to allay his 
agitation by replacing his emotion of anxiety with 
a feeling of comfort and peace is a tranquilizer. 
However in today’s discussion we shall limit our 
topic to some of the so-called newer drugs: 

(1) The Phenothiazine Group: Thorazine (Chlor- 
promazine), Sparine (Promazine), Compa- 
zine (Proclorperazine); Trilafon (Perhena- 
zine), Pacatal (Mepazine) Vesprin 

(2) Reserpine Group: Serpasil 

(3) Meprobamate: Miltown, Equanil 

(4) Phenaglycoclol: Ultran 

(5) Hydroxyzine: Atarax 

“The development of tranquilizers (as such) may 

be said to have begun as far back as 1883, for in that 
year Bernthsen, in studying alternate methods of 
synthesizing methylene blue, prepared its parent 
In 1891, Guttman and 
Ehrlich reported that methylene blue was an effec- 


tive chemotherapeutic agent against human malaria. 


compound, phenothiazine. 


Subsequent studies by other investigators of methy- 
lene and related compounds led to the development 
of Pamaquine and other synthetic antimalarial 
drugs. Little interest was shown in phenothiazine, 
however, prior to 1940 when it was reported by 
Taylor and Sanderson to possess anthelmintic prop- 
erties, useful in veterinary medicine. 

“A few years later, study of the amine derivatives 
of phenothiazine began almost simultaneously in 
France and in the United States. Study of these 
compounds was almost abandoned by these early 
investigators in the United States after they were 
shown to be practically devoid of antimalarial, try- 
panocidal or anthelmintic activity. Such study con- 
tinued, however, in France. Within a relatively 
short time, various amine derivatives of phenothia- 
zine were reported to possess antihistaminic and 
vagal ganglioblocking activity as well as to be useful 
in the treatment of Parkinsonism. Meanwhile with 
the report by Winter that dimethylaminopropyl phe- 
nothiazine prolonged the sleep-producing effects of 
hexobarbital and confirmation of his findings by 
Laborit and others, interest developed in the useful- 
ness of this and related compounds, as adjuncts in 
anesthesiology, as well as in other fields of medi- 
cine. In 1950, a systematic search was begun at 
the Rhone-Poulenc Research Laboratories to discover 
other compounds in this same chemical series which 
might possess clinical usefulness. Among the many 
compounds developed, chlorpromazine was selected 
for intensive pharmacologic study. 


“The introduction of chlorpremazine in Europe 
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was followed by reports by Laborit and his co- 
workers as well as by Forster and others of its use- 
fulness in presurgical anesthesia. During such use 
the tranquilizing effect of chlorpromazine was ob- 
served. Delay and his associates were the first to 
use chlorpromazine as the sole medication in psy- 
chotic patients. They reported that it controlled 
psychomotor excitement in a high percentage of the 
patients treated. In 1954, Lehmann and Hanrahan 
reported that chlorpromazine had unique value in 
the symptomatic control of severe psychomotor ex- 
citement and that impressive therapeutic results were 
achieved in mania particularly.” 

As stated above, it is anxiety about his complaint 
that sends the patient to the physician seeking ra- 
tional therapy which can only follow diagnosis. 
Interpretation of the pathology organic and /or func- 
tional determines treatment, and determines whether 
the prescription will contain a tranquilizer. The 
patient who has an excessive amount of anxiety about 
his illness may need one type of tranquilizer. An- 
other patient with somatic anxiety as a symptom of 
a psychosis may need another type of tranquilizer. 

Thus, diagnostic understanding of the patient is 
the first must and the way, where and how the drug 
will act on this patient is the second must for 
successful therapy. The purpose of this discussion 
is to try to bring together the studies. observa- 
tions and opinions of others in light of our ex- 
perience with the tranquilizers in treating patients 
in the office or hospital. The patients we have 
treated are for the most part similar to ones you 
daily see, except that they have not responded to 
therapy satisfactorily for some reason, environmental 
or otherwise, and for this reason have been referred 
to us. 

There has been development of the tranquilizer, 
as this term is used in its limited sense to refer to 
the rauwolfia group, the phenothiazine group and 
to Miltown, Equanil, Uitran, Atarax, and others 
since 1953. 

Reserpine (Serpasil) was introduced as a tran- 
quilizer and anti-hypertensive in 1953. Its use was 
expanded to include psychiatric conditions in 1954. 

Thorazine, since introduced in 1954, according 
to Smith, Kline, and French Laboratories, has been 
administered to more than 10 million patients, and 
almost 6700 articles discussing it have appeared in 
world literature. 

It was in the April 30, 1955, American Medical 
Association Journal that Selling and Borrus reported 
on the Observation of Miltown as an effective ther- 
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apy in tension and anxiety states and various psy- 
chiatric disorders. In 1956, it was used in the con- 
trol of pruritus, etc.; in 1957, its use was expanded 
to helping to control hypertension. 

Atarax is a kindred drug to Bonamine. The clin- 
ical trials have pointed out its effectiveness in the 
treatment of anxiety. It has a use in reinforcing 
Thorazine therapy. The papers on its use came to 
my attention in 1956. I have seen one patient de- 
velop a dermatitis but other than that, no side- 
effects have been observed by us. I have used it 
only in the neuroses. 

We see that the introduction and development of 
chemical tranquilizers have contributed to the treat- 
ment of mental and emotional disorders and in dis- 
eases that have an emotional component such as 
arthritis, allergies, hypertension, gastric ulcers, skin 
diseases, etc. The reaction of the patient to the 
tranquilizers has increased and stimulated the ana- 
tomical, physiological and chemical studies of the 
phenomena of anxiety and disturbed thinking. 

“There are a number of interesting biochemical 
theories with respect to the action of hallucinogens 
and tranquilizers. For example, the fact that LSD 
produces psychotic symptoms in microgram doses 
led some investigators to hope that spontaneous 
schizophrenia might also have a biochemical origin. 
This hope was strengthened by the observation that 
hallucinogens whose structure is known-LSD, bufot- 
enine, yohimbine, harmine, for example—all have 
an indole nucleus in common. The fact that prod- 
ucts with the indole nucleus are formed from epineph- 
rive in some metabolic pathways has led at least 
two groups of investigators to hypothesize a natural 
error in epinephrine metabolism as important in 
the origin of mental disease, but this theory is still 
considered highly controversial. 

Provocative as they are, such biochemical inves- 
tigations into mental disease must probably await, 
for proper evaluation, a clearer understanding of 
how the brain functions in health as well as in 
disease.” 

It may be in the future that chemical analysis of 
cerebral spinal fluid or a bit of tissue will tell us 
which chemical will be the effective drugs in the 
patient’s emotional disturbance. Until then, we will 
have to try to use today’s diagnostic tools and use 
today’s medicine to the best benefit of our patient. 

It is well but not sufficient that we keep in mind 
that a bottle of pills is not the entire solution to our 
patient’s emotional problems. We, as therapists, 
have to help our patients gain emotional objectivity 
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that in turn will give them self-confidence, self- 
reliance, and self-assurance. 

The tranquilizers do not affect the ideational con- 
tent of the anxious or the confused. They lessen 
emotional tension and achieve behavioral improve- 
ment, effecting tranquilization of the anxious, tense, 
and disturbed patient, without excessive drowsiness 
or clouding of consciousness. One of the successes 
of the tranquilizer drugs in the treatment regime 
comes when the person is calmer and can talk and 
listen and carry out the suggestions of the psycho- 
therapists. 

The patient’s life can be balanced to meet his 
useful responsibilities. The patient reacting with 
anxiety can be helped to react with confidence when 
his doctor has helped him to first see the need for 
some changes in his feelings, thinking, and acting. 
Understanding can replace fear only when the un- 
derstanding goes back to the cause of fear, only when 
the patient, with help, can see how impressions and 
feelings of the yesterday can color and dictate the 
reactions of today, whether normal or abnormal. 
Without abnormal fear there is no pathological 
anxiety. Without pathological anxiety there is great- 
er comfort during the day and rest at night. 

Psychotherapy is directed at both relieving exces- 
sive tension and enabling the patient to learn to 
appreciate the value of normal nervous tension and 
fears in normal living. While one may be overcome 
with the symptoms of apprehension, anxiety, and 
fear, some degrees of these emotions are normal per- 
sonality necessities. 

The question comes to mind, why all the new 
tranquilizers? The answer is logical: researchers 
are looking toward a better tranquilizer; one with 
less toxicity; less tolerance formation; freedom from 
pathologic effects—CNS, bone marrow, or liver; 
freedom from hematologic effects; a drug that will 
not cause depression or make depression worse; a 
drug that will not cause Parkinsonian syndrome: a 
drug that is effective in the minor and major nervous 
and mental disorders. 

In the phenothiazine group we first had Thora- 


zine. Then Sparine (promazine hydrochloride, 
Wyeth) was put on the market as a drug with less 
side-effects and to be given in twice the milligram 
dosage as Thorazine for a similar effectiveness 
Sparine given intramuscularly is less painful than 
Thorazine. It is said to be less hypotensive. I have 
never used very large doses, but I have not seen 
any severe hypotensive reactions. I have not seen 


any allergic skin reactions. Wyeth Laboratories re- 
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port the incidence of agranulocytosis in patients 
receiving Sparine has been low—18 instances in ap- 
proximately 3'2 million patients. William, John- 
son and Blankenship in the August 1957, Virginia 
Medical Monthly, report a case of agranulocytosis 
during Sparine therapy. The recovery was prompt 
following antibiotic therapy. It is of practical inter- 
est that diagnosis was suspected on clinical symp- 
toms of sore throat, lethargy, temperature of 103.2 
degrees with pharynx injected and a few small lymph 
nodes palpable in the right anterior cervical chain. 
rhe patient was on 50 milligrams of Sparine q.i.d. 
Pulse was 136. In two days WBC was 1000 with 
96 lymphocytes and 4+ monocytes. I have not seen 
any patient on Sparine develop Parkinsonian-like 
syndrome or jaundice. 

Another drug with the purpose of being an im- 
provement on Thorazine is Compazine, the claim 
being that it is highly effective, with low incidence 
of drowsiness and depression, rapid acting, highly 
acceptable to patients and no jaundice or blood 
dyscrasias as yet reported. 

The Compazine Spansules have a place because 
the compazine is gradually released in the system 
and this is an advantage to the ambulatory patient. 
This drug has been helpful in patients who have 
agitated depression and in patients with neurosis. 

Trilafon (Schering) is claimed to have greater 
potency, 5 to 10 times higher therapeutic index, 
no blood dyscrasias, renal and hepatic function not 
impaired. Trilafon is recommended for the psycho- 
neurotic and agitated psychoses. I have not used 
this drug long enough to have formulated opinions, 
but when used in the office, give the 2 milligram 
tablet once or twice a day first to see how your 
patient reacts. It potentiates other sedatives or 
hypnotics. In my experience some patients have not 
tolerated Trilafon too well, reporting that they feel 
bad, apprehensive or confused. This was not asso- 
ciated with drop of blood pressure. 

Pacatal (Warner-Chilcott) is another of the tran- 
quilizers. I have had no experience with this drug. 
It is recommended for the psychoses and as adjunc- 
tive therapy in alcoholism, anxiety, advanced car- 
cinoma, nausea and vomiting. It is a tranquilizer 
that is said to make the patients at times euphoric. 
Dosage is 25 mgm t.i.d. or q.i.d. for outpatients. 

Ultran (Phenalycodol, Lilly) helps to restore emo- 
tional composure without impairing mental acuity 
and seems to have few side effects. It is not a 
phenothiazine. Its use is similar to Miltown and 
it causes some to be drowsy and others to be dizzy 
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as Miltown may do. Dosage is 300 mgm t.i.d. 

The alkaloid of Rauwolfia that I have had ex- 
perience with is Serpasil. There are other alkaloids 
on the market either individually or in combination. 
In the profoundly disturbed, acute schizophrenics 
Serpasil has been used by some groups. The reports 
vary from 5 to 85% recoveries. Serpasil has been 
used effectively as an antihypertensive and sedative 
medication. We are all aware of the fact that it 
may cause depression, and thus it is not used with 
patients who are depressed. 

I have had some patients with palpitation and 
other somatic functional complaints to be made 
much more comfortable with small doses of Serpasil. 
At the present time both in our out-patient clini 
and in our hospital we use Serpasil rarely. 

I think it is well for us to remember that patients 
who have been on this drug (reserpine) and are dis- 
continued should be treated for six weeks as if they 
were still on reserpine when we are considering giv- 
ing other medication because reserpine may poten- 
tiate the reaction of the medicine prescribed. Thera- 
peutic lag and a therapeutic after-effect is a reserpine 
characteristic. 

Meprobamate (Miltown and Equanil): These 
drugs have the advantage of being effective without 
frequent side-effects. (Dosage: 200 mgm. t.i.d. and 
400 mgm. qhs). They do not produce depression 
and aid greatly in reducing anxiety and tension and 
thus allow the patients to sleep at night and be much 
more comfortable during the day. Thev are useful 
in treating the neuroses, alcoholism, and a help in 
the control of epileptic spells. We may, however, 
question the reports that there is “no tendency toward 
habituation or addiction observed.’ Any drug that 
gives any relief may be habit forming. There are 
reports— though I have not cbserved any—of with- 
drawal symptoms. 

Atarax: Atarax was developed in Belgium from a 
pitperazine derivative. It is one of the kindred 
drugs to Bonamine. The clinical trials have pointed 
out its effectiveness in the neurosis group that have 
a large component of anxiety. It may reinforce 
Thorazine or Rauwolfia therapy. As far as is known 
today, there have been reported no toxic effects. The 
suggested dose varies between 30 and 50 mgm. a 
day in divided doses of two or three administrations 
during the day. If the patient complains of sleep- 
iness during the day the dose should be cut down. 
Its chief value in using it alone is in the relief of 
tension of the milder nervous types. Often after a 
patient receives more potent therapy he can be main- 
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tained on Atarax safely, eliminating the possible 
toxic effects of some of the other more powerful 
tranquilizers. 

I commented above on the thousands of papers 
on the tranquilizers that have appeared in world 
literature. The following is a review of some of 
these papers appearing in the September issues of 
Journals that have come to my desk. First, let us 
look at the September issue of the American Journal 
of Psychiatry. There we find a paper by Paul Feld- 
man, “Two-Year Fate Study of Thorazine-Treated 
Patients”* with the following summary and conclu- 
A confirmation of the fact that Thorazine 
is effective in the chronically psychotic patients. 
They report that 26.2% or 96 individuals treated 


sions: 


over a two year period with Thorazine have been 
They note that the 
younger sehizophrenics are more likely to respond 


released from the hospital. 


to Thorazine to the extent that their release from 
the hospital is feasible. The stability of the release 
is indicated by the fact that only 11 of the patients 
have been returned from parole. Feldman observed, 
as others have, that prolonged administration of 
Thorazine does not lead to tolerance formation. 
Eighty-five point four per cent of the patients are 
receiving identical or smaller dosages of Thorazine 
than they were receiving a year ago. Some patients 
who responded minimally to Thorazine have shown 
a better response to combined therapy. Eighteen of 
the Thorazine patients are showing a better response 
to combined therapy. The author noted evidence of 
continued toxicity of Thorazine after two years of 
medication. This reinforces the concept that atarac- 
tic therapy must at all times be under close medical 
supervision. 

With observation of the more extensive use of 
phenothiazines clinical experience points to their 
greatest effectiveness in the symptomatic treatment 
of the overactive psychotic and confusional states. 
Any phenothiazine’ that I have used has been a cen- 
tral nervous system depressant whether Thorazine, 
Sparine, Compazine, or Trilafon. These drugs act 
on the brain or suprasegmental level. They act on 
the higher neural centers controlling vomiting, heat 
regulation, the motility of the heart and lung mus- 
cles, vasomotor and muscle tone, sleep or insomnia 
(at some state of concentration, these drugs can 
excite) and some control (7?) of the hormones such 
as the secretion of the anterior lobe of the pituitary. 
The theory has been suggested that by depressing 
the autonomic nervous system and interfering with 


the synaptic transference of excessive psychomotor 


VoL. 85, Marcu, 1958 


excitation between the diencephalon and the cortical 
areas tranquilization is effected without producing 
narcosis, coma or amnesia. 

There is a second article in the September Ameri- 
can Journal of Psychiatry, “Use of Miltown (Mepro- 
bamate) with Psychotic Patients’? by V. M. Pen- 
“Miltown 
(Meprobamate) was studied in 300 hospitalized 


nington with the following conclusions: 
psychotic patients. In the dosage range from two 
to twenty-four 400 mgm. tablets daily, the drug 
produced complete remission of symptoms in 3% 
of the patients, striking improvement in 35% 


, Some 
improvement in an additional 46° and no signif- 
icant change in the remaining 16°. Physical gains 
resulting from better sleeping habits and relaxation 
were made in about half the patients. Paranoid 
schizophrenics appeared to derive greatest benefit 
from the drug.” 

I am not familiar with the use of Miltown in as 
large doses as reported in this article, but the results 
received would indicate that Miltown even in large 
doses is not the drug of choice for the psychotic. 

Again in the September, 1957, Journal of Psy- 
chiatry, there is a third article on the Tranquilizers, 
“A Biochemical Evaluation of the Activity of Cer- 
tain Tranquilizers and Their Relationship to Hor- 
monal Function’® by Gordon, Zeller and Donnelly. 
The authors state in their introduction, “While the 
physiological and biochemical changes now known 
to be produced by the phenothiazines are many, thus 
far no theory of their action is adequate to explain, 
or at least fully explain, their usefulness in psychiat- 
ric practice. However, the physiological impact of 
the phenothiazines on the endocrine systems are 
perhaps most promising in providing a biochemical 
rationale for their action. 

Chlorpromazine is known to effect (1) pituitary- 
gonadal function; (2) pituitary thyroid function; 
(3) thyroid function; (4) adrenal-cortical function; 
and (5) adrenalin, while clinically lactation and 
alteration in menstrual function are not uncom- 
mon sequelae of chlorpromazine administration. 

The authors studied the effect of Thorazine on 
some aspects of amino acid metabolism, a function 
effected by a variety of hormones. They noted the 
effect of drug action on the amino acid nitrogen in 
serum and cerbrospinal fluid of human subjects. 
They found that the phenothiazines like insulin 
lower the level of serum amino acids while the 
barbiturates and Miltown-Equanil do not effect their 


level. They also report the Miltown-Equanil and 


the barbiturates induce fast waves in the EEG. 
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What significance these results have for behavior 
is to be determined. The authors rightly point out, 
however, that multi-disciplinary studies, like theirs, 
give the best opportunity for solving the most diffi- 
cult problem of all, that of human behavior. 

Turning to another September issue we find in 
Industrial Medicine and Surgery an article “Evalua- 
tion of Tranquilizers”* by Dr. F. Garm Norbury in 
which he points out that tranquilizers may be bad 
for older railroad engineers in that they may affect 
their reaction time and their coordinating capacities. 
He further pointed out that Thorazine has been able 
to keep some people on their jobs, but cautioned 
that chlorpromazine potentiates the action of the bar- 
biturates and opiates. It could hereby affect the 
reactive capacity of a person in any mechanical phase 
of railroading. Further, he noted Thorazine also 
potentiates the effect of alcohol. 

At the Tucker Hospital on September 30, 1957, 
there were 78 patients in the hospital whose therapy 
had been individualized by Dr. Masters, Dr. Tucker, 
Dr. Fultz, Dr. Wood, Dr. Williams and myself. 
A study of these patients’ treatment program on 
September 30th revealed that of the 78 patients 52 
were receiving tranquilizing drugs, five getting a 
combination of two tranquilizers, and five a com- 
bination of a tranquilizer and a barbital. One-fifth 
of the patients were getting Thorazine; 1/5 getting 
Sparine; and 3/5 getting Miltown or Equanil. These 
fractions quite obviously point to the fact of com- 
binations of tranquilizing therapy received by some 
of the patients. Two patients were getting Atarax. 
Three patients were getting Ultran. None were get- 
ting Compazine. This data immediately points to 
the fact that the predominant psychiatric patient 
that we hospitalize suffers from a neurosis with 
anxiety and tension for which Miltown and Equanil, 
Ultran and Atarax were prescribed. I will try to 
briefly explain our thinking in the selection of the 
most effective tranquilizer in the treatment of the 
various symptom complexes presented by the patients 
in our hospital and those seen and treated in our 
out-patient clinic where some 250 ambulatory pa- 
tients are carried by being seen at required inter- 
vals. The new patients are seen frequently and with 
improvement patients are encouraged to become less 
and less dependent on their doctor. However, we 
have taught patients to report any variation of feel- 
ing and symptoms if they are still on medicine and 
especially if on the Thorazine type of tranquilizer. 

The diagnosis determines whether the patient 
should be hospitalized or remain in the hospital 
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or returned to his referring doctor for therapy if 
tranquilizers are to be used. The size of the dosage 
of tranquilizer and sometimes the tranquilizer used 
varies with whether the patient is ambulatory or 
hospitalized. 

If Thorazine or a Thorazine type drug is used, 
we prefer the patient to be in the hospital for two 
reasons: Ist, it is used in the agitated disturbed 
major nervous diseases and thus one likes to have 
these patients in the hospital, and 2nd, Thorazine 
can both calm and upset the patient. There is no 
standard dosage that reacts in a standard way, so it 
is a drug that has to be individually adjusted. When 
used in office patients the minimum dose thought to 
be effective is prescribed and then increased. This 
would be 10 milligrams q.i.d. (8-12-4-8) and 20 
milligrams at bedtime. 

Thorazine just should not be given without tak- 
ing time to sit down and explain to the patient that 
the medicine being given may at first make the 
symptoms worse before it becomes helpful. This 
understanding will help your patient to evolve 
through a couple of bad days when their original 
complaint may be worse and superimposed will be 
the drug confusion and feeling of detachment. With- 
out understanding, we would have a patient with 
drug produced panic. 

If the tranquilizer to be given is Miltown, Equanil 
or Ultran the patient should be warned about the 
feeling of being slowed up, sleepy and perhaps a 
feeling of dizziness during the first day or two. If 
these disagreeable symptoms continue for two days, 
reduce the dose. 

When Atarax is the tranquilizer of choice, given 
in small doses it is my experience that patients 
rarely have any side reactions. I have one patient 
who developed a dermatitis. However, we instruct 
our patients to immediately get in touch with us if 
they have any new symptom whatsoever or if they 
feel worse. This is a good routine and I think a must 
routine if we are using tranquilizers in therapy. 

If your patient is having lots of nervousness and 
inability to sleep due to pain or acute, disturbing 
problems that are worrying him more than he can 
handle during the day and preventing him from 
slowing up his thinking at night sufficient to allow 
him to sleep, then you may consider giving him a 
bromide or a barbital for a few days in addition to 
the tranquilizer. Again, it is important to keep in 
mind that the tranquilizer may make it advisable 
to use a small dose of the hypnotic. 


I may comment on a question that is asked us 
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at times. “What can I give the patient who is 
nervously upset and we want to make more com- 
fortable en route to the office or hospital?” This, 
in my opinion, is better taken care of with some of 
the older drugs such as sodium amytal, grains 3 or 
6 by mouth or grains 742 by vein; paraldehyde, 2 
or 3 drams by mouth or 5 c.c. intramuscularly, or 
luminal sodium, grains 2 or 4 intramuscularly. A 
note to the doctor stating what the patient was given 
before leaving home is helpful to the receiving 
doctor. 

In summary, the Thorazine group are powerful 
medicines. Use them with caution, being aware that 
you take the calculated risk of using a medicine that 
gives you 1‘% jaundice and as high as 50‘ dis- 
turbance in liver function—a medicine that can 
cause agranulocytosis. The percentage of its occur- 
rence makes little difference to the patient in whom 
it occurs. It is your responsibility. So, again, you 
should have your patient report to you any change 
in symptoms—right then—especially sore throat, 
fever and weakness. The red spots, itching, jaun- 
dice, dizziness and muscle stiffness with tremor speak 
for side effects that require the stopping of medica- 
ticn, reducticn of dosage and/or treating of the 
toxic effect. Thus reserve the Thorazine for your 
patients whom you think are going to develep a psy- 
chosis such as the new mother who has recently had 
a baby and is agitated about her responsibilities or 
unreal thoughts or your post-operation confusion 
or your patient in alcoholic delirium tremens. 

The Miltown-Equanil-Ultran-Atarax medications 
are vour relatively safe drugs to use in the neurosis. 
But don’t let the patient medicate himself with the 
idea that because it is a tranquilizer he can use it 
to soothe his days and drug himself to sleep without 
paving a price; namely, becoming dependent on a 
drug and a drug that does take away some of the 
-personality drives that make life a happy challenge. 

The introduction of the new tranquilizers (and | 
understand there are now 27 of them on the market 
as of today) has the purpose of giving us a thora- 
zine-type drug that is less toxic than Thorazine. At 
the present time we are beginning to use a Squibb 
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preparation, Vesprin, which investigators have found 
to be less toxic in regard to liver damage and which 
has been effective where other Thorazine-types have 
not been. We will try and see. This must be our 
atitude toward the new drugs; namely, we must 
study their experimental use and if impressed, try 
them. But do not try them because of the enthu- 
siasm of the literature sent us each day or the 
company’s representative who can tell you how to 
cure your patient but has no responsibility for your 
patient’s recovery. 

Lastly, we have useful drugs in the proper tran- 
quilizer used in the proper place. However, you who 
know your patients and their problems are the ones 
to give them the prescriptions and the psychotherapy. 
You can help the patient to become comfortable 
with his disturbing, fearful, unhappy feelings. You 
can point out the necessary changes in his daily life 
so that-he can live under less pressure. You can give 
him helpful appreciation of how his hostile feelings 
about this or that have reacted on his cardiovascular 
system, his stomach, or caused him to have head- 
aches or become fatigued. You can help him to 
rega’n health by giving him a little time to talk to 


vou, as well as giving him a prescription. 
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HEN RADIATION is used in the treatment 
of subcutaneous cancer, the objective is to in- 
troduce into the tumor a “cancericidal”’ amount of 
ionizing energy while subjecting those intervening 
and surrounding tissues which cannot be left out 
of the beam to an amount which they can survive. 

All physicians are familiar with the reactions 
which usually prevent the accomplishment of that 
objective with radiation energy produced by x-ray 
tubes activated by potentials of up to 400 K. V. 
Epitheliitis, mucositis, bone marrow depression, and 
radiation sickness, coming on acutely during ther- 
apy, force the radiologist to stop far short of “‘can- 
cericidal” dosage all too often. 

Evidence accumulated during the past 15 years 
or so has demonstrated that radiation produced by 
x-ray tubes activated by 1,000,000 volts or more, 
or an equivalent beam, comes appreciably nearer the 
goal. Because of the high initial and maintenance 
cost of supervoltage x-ray equipment, the equivalent 
beams have attracted a great deal of interest. One 
of these is the beam produced by the radioactive 
isotope, Co®’. Therapy units of practical design and 
reasonable cost which safely house a Co™ source of 
high enough curiage to get an output of as high as 
90 r per minute at 50 cm. source-skin distance are 
now being marketed by most of the major x-ray 
equipment manufacturers. 

In the late spring of 1956, the Department of 
Radiology at the University of Virginia acquired a 
1000-curie Co® source and the second Co® tele- 
therapy unit with rotation off the Barnes-Keleket 
assembly line. 

PHYSICS 

Before commenting on our experience with this 
unit, it is necessary to compare the quality of its 
beam with that of orthovoltage x-ray units. »;Co® 
is cbtained by adding a neutron to 2;Co”, the or- 
dinary metal which occurs naturally in large quan- 
From the Department of Radiology, University of Virginia 
School of Medicine and Hospital, Charlottesville, Virginia. 
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tity. This is done by bombarding stable cobalt with 
a stream of neutrons in a nuclear reactor. 

The »;Co® atom, consisting of 27 protons and 33 
neutrons, contains intolerable inner tensions, result- 


ing in a series of subatomic rearrangements (Fig. 1) 
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Figure 1. 


which relieve the tension and end in the restora- 
tion of stability. First, a neutron breaks up into 
a proton and an electron. The electron is ejected. 
This leaves an atom made up of 28 protons and 32 
neutrons. The atomic weight is therefore still 60. 
But this atom is an old familiar friend, the element 
nickel. 
the physicists call an excited state. Their rearrange- 
ment to a low energy state, which takes place im- 


mediately after the electron has been ejected, is 


Its electron shells, however, are in what 


accompanied by the release of atomic energy, after 
which stability exists. 

The »;Co™ atom, then, is a beta emitter, and the 
excited state nickel atom is a gamma emitter. The 
transition from »;Co™ to »s.Ni® takes place at such 
a rate that half of the .;Co™ is converted every 5.3 
years. The gamma emission is of two energies, and 
two energies only—1,330,000 electron volts and 
1,170,000 electron volts, so that the beam is, for 
all practical purposes, homogeneous. In contrast the 
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x-rays produced by an x-ray tube activated by a 250 
K. V. potential is 150,000 electron volts. To express 
this difference in another way, with the 250 K. V. 
X-ray unit, a beam of x-rays with a half value layer 
of up to 3 mm. Cu may be obtained. The Co™® beam 
has a half value layer of 18 mm. of Cu, or 1 cm. 
of Pb. 


whose abscissa measures centimeters of tissue thick- 


If the two beams are plotted on a graph 


ness and whose ordinate measures the percentage of 


ionizations per unit of tissue volume (Fig. 2), we 
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Figure 2. 
can note several other points of interest. We see 
that in the first few millimeters of tissue, the per- 
centage of ionizations per unit of tissue volume pro- 
duced by the 250 K. V. beam rises to over 100°; 
but that produced by the Co® beam is only about 
40%. 

The clinical significance of this difference lies 
in the fact that orthovoltage x-radiation produces 
radiodermatitis with far smaller air dosage than 
does Co™® radiation. 

It has been argued that the skin-sparing effect 
of the Co™® beam is a disadvantage because the phy- 
sician loses thereby an important index of the pa- 
tient’s tolerance to radiation. I cannot agree that 
the physician's convenience takes precedence over the 
patient’s comfort. The relative freedom from skin 
reaction when using the Co® beam keeps the phy- 
sician on edge, but the far greater ease with which 
the patients go through a course of therapy is most 
satisfying. More important, a major obstacle to the 
delivery of a high tumor dose of radiation is removed. 

Returning to Figure 2, we see that the percentage 
of ionizations per unit of tissue volume for the 250 
K. V. beam falls off rapidly after the beam passes 
through the superficial millimeters of tissue. In 
contrast, the percentage of ionization for the Co™® 
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average energy wave of the heterogeneous beam of 


beam rises to maximum at a depth of five milli- 
meters, then starts falling off, but more slowly. The 
clinical importance of this part of the curves lies 
in the fact that for the same air dose, the depth 
dose produced by the Co® beam is significantly 
higher than for the 250 K. V. beam. Whereas, with 
the latter beam, the radiologist must usually be 
satisfied to deliver 3200 to 4000 r tissue dose to 
a deep-seated tumor, he can usually exceed a tissue 
dose of 5000 r with the Co® beam. 

Another clinical advantage of the Co™® beam is 
due to its extremely high energy level, over 1,000,000 
electron volts, and the complete absence of low 
energies. With the 250 K. V. x-ray beam, we get 
an average of 150,000 electron volts and a hetero- 
geneous beam ranging down to lower energy levels, 
how low depending on how much filtration is used. 
At these energy levels, there is greater absorption 
in atoms of higher atomic number; whereas, at the 
energy level of the Co™® beam, absorption of energy, 
gram for gram of tissue, is essentially the same, 
regardless of chemical composition. So, with its 
high calcium content, the Co® beam is not, and 
orthovoltage x-radiation is, absorbed selectively by 


bone. This is reflected clinically in a reduction it 


bone marrow depression when the Co™® beam is used 
1 believe this feature is also responsible for the 
clinical observation that there is less radiation sick- 
ness with the Co® beam. The bone-sparing effect is 
particularly useful when children’s skeletons with 
their highly sus¢ eptible growth zones have to plac ed 


in a beam of ionizing energy. 


OUR EXPERIENCE 


We started treating patients with our Co™ unit 
on July 1, 1956. During the first vear, July 1, 1956, 
through June 30, 1957, we completed treatment of 
231 patients. It is interesting to note that five of 
these patients had two tumors, not recurrences but 
two entirely different tumors so we treated 236 
tumors in 231 patients. Sixty-six of the tumors were 
in the head or neck, forty-one in the thoraci cavity, 
forty-three in the abdominal cavity, sixty in the 
pelvic cavity, fifteen in the skeleton, and eleven in 
other locations. 

The comparison we can make at this time of Co™ 
radiation as compared with orthovoltage x-radia- 
tion must obviously be confined to immediate effect. 
Five years from now, we can begin to compare long- 


term results. 


TUMORS IN THE HEAD AND NECK 


To consider first, then, the 66 tumors of the head 
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and neck which were treated with Co™ radiation, 
12 of these were intracranial. We were able to in- 
treduce the tumor dose we set out to introduce in 
all 12 cases, had no skin reactions, inconsequential 
radiation sickness and bone marrow depression, and 
only occasional minor symptoms of increased intra- 
cranial pressure. The contrast in the clinical course 
during radiaticn with the two different beams is 
forcefully illustrated by our experience with a 40 
I started her on ortho- 
voltage radiation, half value layer 2.9 mm. Cu, using 


year old female acromegalic. 


a treatment plan including five portals through which 
the enlarged sella was cross-fired. Headache, nausea 
and vomiting, and blurred vision developed within 
48 hours. The symptoms were so severe that the 
therapy schedule had to be interrupted frequently, 
the patient was ill and discouraged. In 25 days, we 
At that 
point, I shifted her to the newly available Co” 
teletherapy unit. 


could introduce only 1500 r tumor dose. 


It was then necessary to use just 
two lateral opposing portals, through which she 
received another 1500 r tumor dose in only nine 
days and without side effects. I am sure the differ- 
ence in reaction was due, not only to the different 
quality of the two beams, but to the much smaller 
volume of cerebrum that had to be radiated with 
the Co™® beam in order to reach the desired tumor 
dose. 

In this group of 66 head and neck tumors, there 
were seven in the nasopharynx. One was in a 62 
year old man, a transitional cell carcinoma high 
on the posterior and right walls. The Co® beam 
was directed at the tumor through two opposing 
lateral portals and through a portal over each an- 
trum. Nice adjustment of the dosage through each 
portal was required to produce isodose curves which 
would avoid hot spots in the nasal septum and 
which would build up a satisfactory tumor dose 
while delivering a tolerable dose to the uncomfort- 
ably nearby brain. We finally got 5800 r into the 
tumor and only 4200 r into the closest brain tissue. 
The treatment took seven weeks, there was a slight 
to moderate mucositis, no skin reaction, no bone 
marrow depression, and the only evidence of radia- 
tion sickness was mild anorexia and fatigue toward 
the end of the course. 

For comparison, the records of five patients with 
the same tumor treated by x-radiation with a half 
value layer of 2.9 mm. Cu were reviewed. The 
average time spent under therapy was eight weeks, 
the tumor doses achieved ranged from 4000 to 4500 


r, and in every case treatment was stopped short 
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of the 5500 r objective because of severe epitheliitis 
and radiation sickness. 

With one exception, in the entire group of tumors 
of the oral cavity and upper respiratory tract, we 
have had the same experience. We have been able 
to introduce tumor doses as great as the normal 
tissues are supposed to be able to tolerate, from 
1000 to 2000 r more than we had been able to intro- 
duce with orthovoltage x-radiation, in a relatively 
shorter time and with far fewer side effects. Muco- 
sitis has been severe enough to force a change of 
treatment schedule in a few patients. The mucositis 
produced by the Co® beam develops suddenly, flares 
up alarmingly, but fades just as quickly. The ex- 
ception to which I referred is intrinsic tumors of 
the larynx. Here the desired tumor dose of 6000 r 
can be reached with orthovoltage x-radiation. How- 
ever, there is a severe epitheliitis, and more persistent 
mucositis than with Co™ radiation. 

Particularly impressive is the relative ease with 
which far-advanced cancer in this region can be 
treated with the teletherapy unit. For example, one 
of our patients, a 58 year old man, had a grade II 
epidermoid carcinoma of the hypopharynx invad- 
ing widely through the larynx well down the cervical 
trachea. In addition, he had massive bilateral cer- 
vical node metastases. He was treated with the CO™® 
unit, starting with two large opposing lateral portals 
covering the entire neck. As the tumor regressed, 
the portals were narrowed and moved forward to 
spare the spinal cord. He received 4100 r tissue 
dose in the entire neck, 5800 r in the part of the 
neck anterior to the cord, all in five weeks and 
without complications. The immediate response was 
excellent. A review of records of comparable lesions 
treated with orthovoltage x-radiation shows delivery 
of tissue doses of 3000 to 4200 r in five to seven 
weeks with numerous interruptions and compromises 
due to side effects. 

TUMORS IN THE THORACIC CAVITY 

To turn to our 41 thoracic cavity tumors, there 
were 22 primary bronchogenic carcinomas, 10 cases 
of metastatic carcinoma, four of mediastinal Hodg- 
kin’s disease, and five carcinomas of the esophagus. 

Contrast the two following case abstracts. 

A 67 year old man with carcinoma of the middle 
third of the esophagus was treated with x-radiation, 
half value layer 2.9 mm. Cu. The tumor was cross- 
fired through six portals, receiving 4500 r in 65 
days. Treatment was interrupted four times by 
either severe nausea and vomiting or by a danger- 
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ously low white blood cell count, and was finally 
discontinued because of epitheliitis. The immediate 
response was disappointing—slight tumor regression 
noted roentgenologically and little clinical improve- 
ment. 

The other case is that of a 54 year old man who 
also had an inoperable carcinoma of the middle 
third of the esophagus. He received Co™ radiation 
with full rotation, got a tumor dose of 5300 r in 
56 days and experienced no radiation sickness, bone 
marrow depression, or epitheliitis. The immediate 
response was dramatic, with excellent clinical im- 
provement and marked tumor regression demon- 
strated roentgenologically. I had planned to give 
this patient between 5500 and 6000 r tumor dose, 
but stopped at 5300 r because check roentgen studies 
had shown, in addition to rapid regression, a grow- 
ing ulceration in the tumor. I feared perforation 
into the mediastinum but this did not happen. 

In general, when treating thoracic tumors with the 
teletherapy unit, we have been able to deliver sig- 
nificantly larger tumor doses more rapidly with 
appreciably better immediate responses and with 
markedly milder side effects. 


TUMORS IN THE ABDOMINAL CAVITY 


This is equally true of tumors of the abdominal 
and pelvic cavities. We treated 103 such tumors 
in the twelve months’ period. Encouraged by the 
better palliation we were getting in carcinoma of the 
bronchus and esophagus, we selected some car- 
cinomas of the stomach and pancreas for Co™ ther- 
apy. We treated three adenocarcinomas of the stom- 
ach and five carcinomas of the pancreas, choosing 
patients whose gross disease was, though surgically 
ineradicable, at least confined to an area that could 
be covered by a 15x15 cm. portal, and whose tumors 
were palpable so that their progress during radiation 
could be followed. One of the gastric tumor patients 
was in such poor condition that we discontinued 
treatment when he showed no improvement in one 
week. He died several days later. The other seven 
patients received tumor doses of 5300 to 5900 r in 
from five to six weeks. In one of the gastric tumor 
patients and in one of the pancreatic tumor patients, 
the immediate response was slight; in one of the 
pancreatic cases, moderate; and in one gastric and 
three pancreatic tumors, excellent. In these four pa- 
tients, palpable tumor disappeared, pain and other 
distress cleared up, and the general condition im- 
proved greatly. 
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We have no similar group treated with x-radiation 
because we have rarely undertaken to treat tumors 
of the pancreas or stomach, other than lymphomas 
and round cell carcinomas. From our experience with 
the latter, we can say that the radiation sickness 
and bone marrow depression produced by radiation 
of the upper abdomen in comparable dosage with 


the Co® beam is much less than with orthovoltage 
x-radiation. 
PFUMORS IN THE PELVIC CAVITY 

We treated five patients with ovarian carcinomas. 
Three of these had had previous orthovoltage 
x-radiation. The story of one 46 year old woman 
was that bilateral ovarian adenocarcinoma was dis- 
covered at exploration four and a half months before 
she was referred to me. Multiple masses in various 
degrees of fixation could not be removed. She was 
given 4300 r tissue dose, half value layer 2.9 mm. 
Cu, at a level halfway through the anterior-posterior 
dimension of the abdomen through two pairs of 
opposing portals covering the right and left lower 
abdominal quadrants. This was done immediately 
after operation, required 45 days, was accompanied 
by considerable radiation sickness, and the course 
of radiation was terminated because of epitheliitis 
and proctitis. The palpable masses regressed only 
moderately. When we first saw her, three months 
after the radiation, a large mass filled the cul-de-sac, 
other smaller masses could be felt through the ab- 
dominal wall, and there were polypoid tumors pro- 
jecting through the vaginal wall. The proctitis had 
cleared up, and a second degree skin reaction was 
healing satisfactorily with the usual sequellae. After 
considerable hesitation, I decided to go ahead with 
Co™ radiation in the hope that a larger tumor dose 
in a shorter time might accomplish more than the 
4300 r in 45 days could do. We rotated the head 
of the teletherapy unit around the patient’s pelvis 
and delivered 5300 r centrally in 37 days. The 
immediate response was good. The tumors were 
regressing nicely at the end of therapy, and even 
the large one in the cul-de-sac could not be palpated 
six weeks later. Radiation was stopped at the 5300 r 
dosage because of beginning skin reaction in the 
inguinal folds and on the vulva, and because of 
recurrence of the proctitis. However, both the epi- 
theliitis and mucositis cleared upon promptly. Ano- 
rexia, nausea, and general depletion were present 
during the last week of therapy, but in tolerable 
degree. 


Another one of the ovarian carcinoma patients who 
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received both orthovoltage x-radiation and Co® 
radiation had a very similar history, the third was 
even more striking. This woman was so troubled 
by nausea and vomiting that we had been able to 
administer a tissue dose to the mid-abdomen of 
only 2400 r in 30 days. When she was transferred 
to the newly available Co® teletherapy unit, her 
vomiting ceased entirely, and her nausea almost dis- 
appeared. We then gave her another 2500 r in 12 
days. The combined therapy produced a good im- 
mediate response. One cannot help wondering if 
the different reaction to the two radiation beams is 
in part psychic, but it is certainly our experience that 
when patients who have had both have to have more 
radiation, they beg to have the Co™. 

We treated a total of 38 patients with carcinoma 
of the cervix in our first year of operation. It has 
been easy to supplement the gamma roentgen dosage 
delivered by radium to bring the total dosage at 
Point B to close to 6000 r, and to Point A to close 
to 8000 r. We have been pleased with the imme- 
diate response in patients who, for one reason or 
another, could not have radium, and whose treatment 
consisted, therefore, of Co® radiation only. One 
was a 46 year old woman with a League of Nations 
Stage IV cervical carcinoma. The cervix and vagina 
were so diseased and distorted that radium could 
not be introduced, but there were no known distant 
metastases. Using the teletherapy unit in full rota- 
tion,’she received 5600 r in 37 days to the contents 
of the entire true pelvis. The response was excellent 
and there were no side effects. Therefore the gyne- 
cologist and I decided to push on. This woman had 
a radiosensitive tumor, nothing could be offered but 
palliation, and her predicament was such that she 
could well afford to risk late radiation necroses. So 
we added another 1100 r, giving her 6700 r tissue 
dose in 59 days. There was no skin reaction, cystitis, 
proctitis, or systemic reaction of other than mild 
degree. Four months later, her tumor is still in a 
state of remission. 

In contrast, a very similar case, that of a 47 
year old woman with a League of Nations Stage IV 
cervical carcinoma in whom radium could not be 
used and whose treatment consisted of x-radiation, 
half value layer 2.9 mm. Cu, was reviewed. We 
introduced 4100 r tissue dose in 41 days. The course 
was marked by nausea, vomiting, diarrhea, and a 
falling white blood cell count. Therapy was discon- 
tinued because it was felt that skin tolerance had 
been reached. The response was slight and:brief. 


122 


DISCUSSION 


The qualities of the Co® beam which fit it so 
nicely for the handling of certain problems involving 
malignancies do not permit the radiologist to reach 
his objective—the introduction into the tumor of 
a “cancericidal” amount of ionizing energy while 
subjecting those intervening and surrounding tissues 
which cannot be left out of the beam to an amount 
which they can survive; but they permit him to come 
closer to the goal. It now seems clear that in rela- 
tively few subcutaneous malignancies is the differ- 
ential great enough for the normal tissues to survive 
truly cancericidal dosage, So dramatic improvement 
in cancer cure rates must still await new methods 
of treating the disease, or a way to increase the sus- 
ceptibility of malignant cells to ionizing energy. 

In the meantime, the Co® beam, and other beams 
of comparable energy, make it possible 


1) to introduce into subsurface lesions signifi- 
cantly larger tumor doses; 


2) to introduce the same tumor dose in fewer days; 


3) to accomplish these two important advances 
with little or no skin reaction and with much 
less bone marrow depression and radiation 
sickness. The result is better palliation of 

incurable malignancies and perhaps a little 

higher cure rate. 


Radiation of the energy order of the Co® beam is 
to be preferred to orthovoltage x-radiation in the 
treatment of tumors in the head and neck, and in the 
thoracic, abdominal and pelvic cavities whenever a 
large tumor dose is needed. The same is true of 
deep-seated tumors in the musculo-skeletal system 
which need a large tumor dose. 

When it is necessary to introduce radiation through 
skin damaged by previous radiation, advantage can 
be taken of the skin-sparing effect of the high 
energy, homogeneous beam, even though the tumor 
dose needed is not large and even though the lesion 
is immediately subcutaneous. 

The bone-sparing effect of the high energy, homo- 
geneous beam makes it desirable when a child’s 
skeleton must be exposed to ionizing radiation. 

My residents, for whom Dr. Carter speaks, and 
I obviously can at this time report only immediate 
results. We undoubtedly will encounter late com- 
plications due to the very qualities of the Co™ 
radiation which have endeared it to us; but until cure 
rates of the malignant conditions which radiologists 
are called upon to treat rise much higher, until their 
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survival times grow much longer, and unless the 
late complications prove very numerous and severe, 
we can accept that risk. 

After an experience of one year with a Co™ tele- 


therapy unit, we are enthusiastic. Our enthusiasm 


is shared by our patients who have have treated with 
both orthovoltage x-radiation and Co™ radiation. 


University Hospital 
Charlottesville, Virginia 


Driver Fitness Rules 


Even though a person has a good safety record 
and thinks he’s in excellent health, there are certain 
circumstances under which he shouldn’t drive. Some 
of the things that can make a driver dangerous are 
listed in a new American Medical Association pam- 
phlet, “Are You Fit To Drive?” The pamphlet, to 
be distributed through physicians’ offices, was pre- 
pared by the A.M.A. Committee on Medical Aspects 
of Automobile Injuries and Deaths, in cooperation 
with the Center for Safety Education, New York 
University. 

A doctor can help answer the question of driving 
fitness. The pamphlet urges drivers to ask their 
doctors when they are in doubt about their fitness. 

Some of the things that make a driver dangerous 
are: 

—Emotional upsets. Unless a person can keep his 
mind on the wheel and not on his worries, he should 
not take the wheel. 

—The driver’s attitude. Some drivers feel the 
other fellow is always wrong. Some are aggressive 
and intolerant when they get into a car. They need 
to be mature. 

—Sleepiness. A sleepy driver is as much a hazard 
as a drinking one. Dozing is not restricted to night 
driving. When making long trips, a person should 
rest every two hours, drinking coffee or cola to stay 
alert. He should not take any medicine that makes 
him drowsy. 
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Medicines. Antihistamines, cold tablets, seda- 


tives, tranquilizers, and some other drugs may dull 


reflexes or impair coordination. Stimulants may 


make a person nervous. The doctor should be con- 
sulted about the side effects of any drugs. 

Faulty vision. A driver needs regular eye exam- 
inations; if he notices any change in his eves between 
examinations, he should see his eye doctor imme- 
diately. To reduce eye strain, he should wear prop- 
erly fitted sunglasses, but not after dark. To avoid 
tiring the eyes, excessive night driving should be 
avoided if possible. Hay fever or the common cold 
can blur the vision dangerously. 

Certain nerve and heart disorders. Some may 
cause convulsions and others may result in occasional 
loss of consciousness. The doctor is the best judge 
of whether a patient with these disorders should 
drive. 

Diabetes. Insulin reactions may cause difficul- 
ties, but diabetic patients who follow their doctor's 
advice can be safe drivers. 

Old age. 


tend to be a little slower, people tire more easily, 


After 65, reflexes and coordination 


resistance to glare is lessened, and the ability to see 
at night is declining. Older drivers should schedule 
their trips at non-rush hours and should not spend 


long periods at the wheel. 


And, of course, drinking. 


. 
_ 
‘ 
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Song USE OF IRON in medical therapeutics is 
as old as the history of medicine itself. Iron 
was given the name ‘Mars’ by the alchemists since 
it was thought that the god of war had imbued the 
substance with his strength. It was used in the 
treatment of weakness, and such afflicted patients 
were given to drink water in which old swords had 
been allowed to rust. Celsus advocated using water 
from blacksmith shops, into which the white hot 
iron was thrust, as a treatment for enlarged spleens. 
Thomas Sydenham in 1681 recognized that iron 
therapy was directed at the hemopoietic system and 
expressed the opinion that “its (iron) chief curative 
indication is the restoration of the blood—the fount 
and source of the spirits."’ That he anticipated mod- 
ern trends in pharmacology by recognizing the com- 
mercial value of potions rich in alcohol, is shown 
by his prescription of “iron or steel filings steeped 
in cold Rhenish wine.” In 1831 Pierre Blaud in- 
troduced an iron preparation which closely resembles 
the medication we use today in the treatment of iron 
deficiency anemia—a pill compounded of ferrous 
sulfate and potassium carbonate. Blaud also saw 
that iron restored to blood the most important prin- 
ciple which was lost—its coloring substance.1%3.7 
Despite this rich historical heritage, very little 
additional knowledge regarding the metabolism and 
medicinal usage of iron can be found prior to the 
1930's. A further impetus was provided for the study 
of this vital element with the introduction of radio- 
active iron (Fe®*) for experimental use. In the past 
15 years, the hematological literature has been satu- 
rated with information regarding the absorption, 
excretion, utilization, and therapeutic applications 
of iron. The purpose of this communication is to 
attempt to pull together from the available literature 
some of the most important facts regarding iron 
metabolism and its relationship to hemopoiesis. 


IRON METABOLISM 


The normal adult has a total body iron of ap- 
proximately 3-5 grams, and practically all of this 
iron is bound to protein.” In general, iron is bound 
to one of two types of protein: proteins containing 
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iron as part of a heme or porphyrin unit and pro- 


teins containing iron not bound in a porphyrin ring. 
The larger amount of iron is present in the former 
group which includes hemoglobin, myoglobin, the 
cytochromes, peroxidase, and other important en- 
zymes. Hemoglobin alone accounts for about one- 
half of the total body iron. Plasma iron is bound 
to a non-heme protein called transferrin or sidero- 
philin. This protein is normally 1/3 saturated with 
iron and the normal plasma iron value is 0.12 

The remainder of the iron in the body is storage 
iron in the form of two non-heme, iron-protein com- 
plexes, ferritin and hemosiderin. Ferritin is com- 
posed of apoferritin, a colorless protein, and iron. 
It is not visible microscopically, does not take the 
usual iron stains; and, in addition to its function 
in iron storage, is concerned in iron absorption as 
well as some role in irreversible shock and hyper- 
tension, according to the work of Shorr. Hemosiderin 
is microscopically visible as golden yellow granules, 
takes the conventional iron stains, and composes 
something less than 1/2 of total iron stores in the 
normal adult. Storage iron is found in the reticulo- 
endothelial cells of the body with about 25% being 
present in the liver. 

As will become apparent later in the discussion 
of iron deficiency anemia, the quantitation: of iron 
stores is extremely important in the pathogenesis of 
iron deficiency states. This problem was very nicely 
worked out by Haskins and co-workers.* A series 
of seven weekly phlebotomies of 500 c.c. was carried 
out on a group of normal adult volunteers. Since it 
is well established that iron stores must be depleted 
before iron deficiency becomes manifest in the re- 
duction of the circulating red blood cell mass, it 
was relatively easy to determine the amount of iron 
removed from the body in the form of hemoglobin 
before anemia became apparent. Iron stores were 
estimated in this manner as being 1000-1500 mgm. 

For most practical purposes iron can be regarded 
as a “one-way substance” in the adult male, since, 
once absorbed into the body, excretion of iron is 
virtually nil. The total daily loss of iron from the 
body is about 0.5-1 mgm., minute quantities being 
lost in feces, sweat, urine, and desquamation of 
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epithelial cells.).%4 Of course, in the menstruating 
female, there is an additional monthly loss amount- 
ing to 15-30 mgm of iron.' Aside from these 
“normal” losses, any further depletion of body iron 
is due to blood loss. 

Iron is absorbed from the gastro-intestinal tract 
with an absorption gradient decreasing from stomach 
to colon. Maximum absorption has been shown to 
take place in the upper portion of the duodenum 
near the pylorus.' Using the radio-isotope Fe°*, it 
has been shown that iron contained in food is ab- 
sorbed less well than iron salts,3 and that ferrous 
salts are absorbed more completely 
weights of ferric salts.® 


than equal 
In addition to the impor- 
tance of the form in which the iron is presented to 
the intestinal mucosa, several local and systemic 
factors have significant effects on iron absorption. 
The presence of free hydrochloric acid in the stom- 
ach assists in the absorption of iron by breaking 
down food-iron complexes and making the iron 
portions more accessible to the intestinal mucosa. 
However, free hydrochloric acid is not obligatory 
for iron absorption as is clearly shown in the dem- 
onstration of iron absorption in patients with per- 
nicious anemia.’ Since ascorbic acid, a reducing 
agent, tends to maintain iron in the ferrous state, 
it would be expected to increase iron absorption 
This has been demonstrated to occur by the addition 
of ascorbic acid to or iron The 
effect of ascorbic acid is a local one, since large 
amounts of ascorbic acid given I.V. at the time of 
feeding have no appreciable effect on iron absorp- 
tion. An interesting clinical corroboration of the 
effect of ascorbic acid on iron absorption is seen 
in scurvy where the serum iron is low prior to 
therapy, then rises to normal levels after treatment 
with ascorbic acid alone.!® Iron deficiency anemia®*! 
and pregnancy‘ cause increased iron absorption and 
there is evidence to the effect that anemia per se 
increases iron absorption,*! but this is controversial 
and will be referred to later. 

The normal daily diet contains 10-30 mgm. of 
iron, and since only 1-2 mgm. need to be absorbed 
in order for the body to remain in iron balance, there 
must be some regulating mechanism present which 
prevents accumulation of excess iron in the body. 
The most adequate hypothesis to explain this mech- 
anism is the so-called “mucosal block” theory.44+ 
This states that there is a static amount of apo- 
ferritin in the mucosal cells of the intestine. This 
combines with the absorbed ferrous iron to form 
ferritin. The ferritin thus formed is in equilibrium 
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with the tissue stores of iron through the intermedia- 


tion of the plasma iron, transferrin. If there is no 
iron deficiency present, muccsal apoferritin soon 
becomes saturated with iron and since the ferritin 
cannot release its iron, further iron absorption is 
blocked. 


ferritin rapidly becomes unsaturated and iron ab- 


In the presence of iron deficiency, apo- 
sorption continues. It is generally felt that this 
hypothesis does not explain all of the known facts 
concerning iron absorption, but that it is the most 


satisfactcry approach to the problem at present. 


IRON DEFICIENCY ANEMIA 


The anemia of iron deficiency is probably the 
most frequently seen anemia in clinical medicine. 
In addition, the pathogenesis of this anemia in the 
adult is quite uniform and simple. Iron deficiency 
anemia in the adult male is due to blood loss. Be- 
cause of the fact that the normal individual has iron 
stores amounting to 1000-1500 mgm. of iron and 
the fact that these iron stores must be depleted 
before iron deficiency becomes manifest in the cir- 
culating hemoglobin mass,*"“ the anemia of iron 
deficiency is often a late manifestation of blood 
loss. Approximately 0.5 mgm. of iron is needed to 
replace each 1 c.c. of blood lost,* so it is easy to 
estimate that 2-3 liters of blood have to be lost to 
the body before anemia appears in a person who 
originally had normal iron stores. Therefore, once 
the diagnosis of iron deficiency anemia is estab- 
lished, it is the obligation of the physician to de- 
termine the source of blood loss. 

Iron deficiency in the adult female is similar in 
origin to that in the male, with the exception of 
iron deficiency states in pregnancy and lactation. 
The total amount of iron lost to the mother during 
pregnancy and following delivery is approximately 
500-725 mgm.".'* This iron loss is documented by 
the increased iron absorption during the last tri- 
mester*, and the changes in serum iron and iron 
binding capacity during the last trimester which 
are qualitatively similar to those seen in iron de- 
ficiency anemia.* A portion of this iron loss at 
pirturition is compensated for by the fact that the 
usual monthly 15-30 mgm menstrual loss is saved 
during pregnancy. It must be remembered that even 
in women with normal iron stores, a mild anemia 
may appear in pregnancy which is physiologic. This 
is due to the fact that although blood volume in- 
creases about 30°: during pregnancy, there is a 
relatively greater increase in plasma volume than 


in red cell mass, producing a moderate degree of 
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hemodilution.” Lactation over a period of 6 months 
subtracts a further iron loss of approximately 150 
mgm. 

The newborn infant fortunately enters the world 
with an excess of iron in the form of hemoglobin. 
his is important, since his early diet is often de- 
ficient in ircn. A fact in this regard which needs 
re-emphasis is that a delay in tying the umbilical 
cord until it has stopped pulsating will conserve 
12-18 gm. of hemoglobin.* During the first year 
of life the infant’s blood volume triples and iron 
must be supplied for this growth. Usually the iron 
supplied by hemoglobin breakdown during the neo- 
natal period plus the amount absorbed from the diet 
is sufficient to meet the demands of growth. Stull, 
infancy is the only period during which iron de- 
ficiency anemia occurs as a result of dietary defi- 
ciency of iron. It is obviously possible for an 
A diet totally 
deficient in iron could produce iron deficiency ane- 


exception to occur to this statement. 


mia over a period of 3-6 years in the male or a 
briefer time in the female. Such a diet weuld be 
almost impossible to achieve but in a day of extreme 
food faddism, it is at least theoretically possible. 
To my knowledge, no well-documented case of iron 
deficiency anemia in the adult due to an iron defi- 
cient diet has been reported. 

The diagnosis of iron deficiency anemia is not 
difficult and can usually be made without resort 
to elaborate laboratory techniques. In any person 
who is suspected of having iron deficiency, a care- 
ful history with regard to possible sources of blood 
loss is immensely important. Aside from the pres- 
ence of pallor there may be no remarkable findings 
on physical examination. Spoon nails, glossitis, eso- 
phageal adhesions (Plummer-Vinson Syndrome) 
may be present but are seen only in long standing 
depletion. Examination of a blood 
smear will usually give the most important clue 
Characteristically the red cells will 
appear hypochromic with marked variation in size 
and shape but a decided tendency toward small cells. 


well-stained 


in diagnosis. 


Red blood cell indices will usually confirm the 
hypochromic microcytic anemia. Only two other 
types of anemia will give a similar picture on smear: 
Mediterranean Anemia (Thalassemia) and the ultra- 
rare anemia of pyridoxine deficiency." The former 
is usually easily distinguished by family history, 
splenomegaly, mongoloid facies, etc., and only one 
proven case of the latter has been reported. 

It is possible and not infrequent for a mild iron 


deficiency anemia to be present without the charac- 
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teristic alterations of red cell morphology. These 
are the cases which cause the greatest difficulty in 
diagnosis. As has been stated previously, iron stores 
must be depleted before anemia can be present due 
to its deficiency (except in the case of acute brisk 
hemorrhage). Only after there is exhaustion of iron 
stores will morphological changes occur in the red 
blood cells, and in chronic slow blood loss, it may 
take several months for these changes to occur. 
It is in these cases that we would like to have some 
method of estimating iron stores. Fortunately such 
a method is available and requires very little in the 
way of laboratory equipment. It has been stated 
previously that iron is stored in the forms of fer- 
ritin and hemosiderin and that the latter is a com- 
pound which is visible microscopically and takes 
the usual iron stains. The reticulo-endothelial sys- 
tem is the iron storage depot and a portion of this 
biopsied by performing a sternal or iliac 
marrow aspiration in the usual fashion. A satisfac- 
tory aspiration will yield some particulate matter 
in the form of bony spicules, fat, and surrounding 
R-E cells. 


material and can be examined with the oil immer- 


Glass slides are then smeared with this 


sion objective of the microscope. The golden-yellow 


refractile granules of 


hemosiderin can be found 


around the marrow particles. This requires some 
experience in the method, and a more satisfactory 
means of recognizing iron in the marrow is the use 
of Berlin Blue Stain as described by Rath and 
Finch.“’ With this stain, the hemosiderin granules 
assume a bright blue color and are easily recog- 
nized. The. presence or absence of marrow iron 
affords the most reliable and the most easily acces- 
sible means of estimating iron stores.!426.27.37 The 
presence of stainable iron in the marrow in any 
more than minimal amounts in an anemic person 
virtually precludes iron deficiency as a cause of that 
anemia. The absence of stainable iron in the mar- 
row of such a person cannot be considered as diag- 
nostic of iron deficiency anemia, since a combination 
of factors could be present, but it is diagnostic of 
an iron deficiency state. Hemolytic anemias, perni- 
cious anemia, thalassemia, pyridoxine deficiency, 
the anemia of infection, hereditary hemoglobino- 
pathies all show increased stainable iron in the 
marrow.'® In our laboratory we have utilized the 
Berlin Blue stain in estimating the stainable marrow 
iron of approximately 50 persons with various hema- 
tologic abnormalities as well as a scattering of other 
diseases and a few normals. In all cases in which 
there was markedly diminished or absent stainable 
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iron, the patient either gave a clear history of blood 
loss or demonstrated a hematologic response to thera- 
peutic iron. 

There are other more complicated but generally 
less helpful laboratory procedures which give in- 
formation regarding the adequacy of iron stores or 
the presence of iron deficiency. In iron deficiency 
anemia the serum iron level is depressed, the latent 
iron binding capacity of the serum is increased, the 
free erythrocyte protoporphyrin is increased. These 
methods are beyond the scope of most clinical lab- 
oratories but are mentioned here for one purpose. 
It has been frequently demonstrated that the serum 
iron level is generally low in the anemia accompany- 
ing chronic infection.*** This has caused some 
physicians to feel that such anemias should respond 
to therapeutic iron. Those who have used that 
therapy under well controlled conditions are almost 
unanimous in the belief that the anemia of chronic 
infecticn is not affected by oral or parenteral iron.“ * 

The object of therapy in iron deficiency anemia 
is to provide the necessary building block, iron, for 
the restoration of hemoglobin levels to normal, and 
in addition, to replenish iron stores. The first of 
these goals is easier to achieve than the second. It 
has been shown that an adequate daily diet contains 
from 10-30 mgm. of iron, of which, from 1-2 mgm. 
per day are absorbed. This small amount of iron 
absorbed is sufficient to maintain the individual in 
iron balance. If anemia due to blood loss intervenes, 
the body is able to increase iron absorption from 
food.* There is a limit to this increased absorption 
since iron deficient subjects on a normal diet have 
been shown to absorb no more than 5.0 mgm. of iron 
from food sources“ with average absorption being 
3.1 mgm. in these persons. At this rate it would 
take about 88 days to replace each pint of blood 
lost. Obviously, supplementary iron is needed to 
replace the lost blood. Further studies on iron 
absorption have shown that, as the dosage of iron 
increases past a certain point, percentage absorption 
decreases. When dosage of iron is greater than 
400 mgm. of ferrous iron daily, the amount of iron 
absorbed is nearly maximal’ and further increases 
in iron dosage provide very small increments in iron 
absorption. This amount of iron is provided by 
1.2 gm. of ferrous sulfate or 1.8 gm. of ferrous glu- 
conate daily, which is usually divided into three 
doses. Iron absorption can be potentiated by being 
taken on an empty stomach or by the addition of 
ascorbic acid, although the latter is seldom neces- 


sary and more costly to the patient. Iron salts taken 


Vout. 85, Marcu, 1958 


in the prescribed fashion will produce maximal reti- 
culocyte response in 5-10 days, followed, after a 
3 day lag period, by a progressive rise in hemo- 
globin. After the anemia has been corrected and 
before iron has been restored in the reticulo-endo- 
Many 
authorities feel that it is fruitless to attempt to re- 


thelial system, iron absorption decreases.® 


place iron stores and one should be satisfied with 
correcting the anemia. However, since iron stores 
form a first line of defense against blood loss anemia, 
we have been attempting to provide some storage 
iron by continuing iron therapy for about three 
months after the anemia has been corrected. 

ron is an inexpensive therapeutic tool and one 
which has very little acute or chronic toxicity. In 
the dosage advised, the only complaint some patients 
may offer against iron salts is an uncomfortable 
sensation of gastric burning after ingestion. This 
will often be relieved, with small sacrifice in effi- 
ciency of absorption, by allowing the patient to take 
his pills after eating. Some authors report that the 
more expensive ferrous gluconate has less gastro- 
intestinal toxicity than ferrous sulfate,® so such a 
switch could be made if ne essary. It should be 
realized that iron in large dosage is not innocuous™ 
and has been a cause of death in children. There 
is also one notable case of death in a young adult 
following ingestion of 1/4 pound of ferrous sulfate 
in aqueous suspension.** There is a better than 50 
fold margin between therapeutic and lethal dosage 
of iron salts. 

Parenteral iron is a frequently misused prepara- 
tion. This is quite unfortunate when one considers 
its expense, difficulty of administration, and rather 
high incidence of toxic reaction. Still there are cases 
in which parenteral iron is indicated. Certain dis- 
eases of the gastro-intestinal tract such as peptic 
ulcer, ulcerative colitis, and regional enteritis ‘may 
ve adversely affected by oral iron and require paren- 
teral administration for correction of anemia. Iron 
absorption is notably poor from the gastro-intestinal 


tract in the sprue syndrome. Other cases of iron 


absorptive defects have been reported” but such 


cases are generally poorly documented. Cases in 


which iron deficiency anemia is said to fail to 
respond to oral iron are usually due to an incorrect 


A third 


situation in which parenteral iron may be justified 


diagnosis as to the cause of the anemia. 


is in those persons, who, for one reason or another. 
will net tolerate oral iron. Even then, one should 
not resort to parenteral iron until several different 


oral preparations have been tried. The intravenous 
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iron preparations until recently had been the only 
available parenteral drugs. These drugs resulted in 
a high incidence of toxicity and several deaths. In 
the past two years an iron dextran complex of low 
molecular weight and containing 50 mgm, of ele- 
mental iron per milliliter of solution has been avail- 


able for intramuscular use.* 


This preparation has 
been said to be fiee of local and systemic toxicity 
when given deep intramuscularly, and is quite effec- 
tive in dosage of 100 mgm. twice daily. At present 
it seems the treatment of choice in the rare instances 
when parenteral iron is necessary. The question of 
total dosage of parenteral iron is quite important 
and a formula for determining such dosage is pre- 
sented: (Normal hemoglobin—pre-treatment hemo- 
This 
formula provides for restoration of hemoglobin and 
reconstitution of iron stores. 


globin) x 0.255 = Iron dosage in grams.}8 


In closing, it is fitting to comment on the all too 


frequent practice of using iron as a panacea for all 


anemias. Iron administration will 


hemo- 
globin levels to normal only in those cases in which 


restore 


iron is specifically lacking, e.g., in anemias due to 
blood less. Its use in other anemias is a waste of 
the patient’s time and money, as well as being of 
potential danger.** There is some evidence to sug- 
gest that anemia of any type will increase the gastro- 
intestinal absorption of iron.*45.36 Also there are 
cases reported in which oral iron given over a period 
of many years to persons who were mildly anemic 
but not iron resulted 


1,22 Although the rarity of such cases is obvious, 


deficient in hemochromato- 
sis.” 
the fact that such serious events can result from 
indiscriminate use of iron therapy serves to em- 
phasize the importance of using this therapy only 


when the body stores of iron are manifestly deficient. 


BIBLIOGRAPHY 
1. Moore, C. V., and Dubach, R.: 
olism Using Radio-Iron. 
Diseases. Paul B. Hoeber, New York, 1955. 
2. Finch, S. C., and Finch, C. A.: 
chromatosis, An 
34: 381, 1955. 
3. Moore, C. V., and Dubach, R.: Observations on the 
Absorption of Iron from Foods Tagged With Radio- 
Iron. Trans. Ass. Am. Phys. 64: 245, 1951. 
4+. Hahn, P. F.: Metabolism 
ce dings 7: 493, 1948. 


Studies on Iron Metab- 
Modern Trends in Blood 


Idiopathic Hemo- 


Iron Storage Disease. Medicine 


of Iron. Federation Pro- 

5. Moore, C. V., Dubach, R., Minnich, V., and Roberts, 
H. K.: Absorption of Ferrous and Ferric Radio- 
active Iron by Human Subjects and By Dogs. J.C.1. 
23: 755, 1944. 


®IMFERON—Lakeside Laboratories, Inc., Milwaukee, 
Wisconsin. 


128 


10. 


20. 


21. 


22. 


23. 


. Haskins, D., Stevens, A. R., Finch, S., and Finch, C. 


. Finch, C. A,, 


. Reissmann, 


- Powell, J. F.: 


. Brown, E. B., 


. Goodman, L. S., and Gilman, A.: 


A.: Iron Metabolism. Iron Stores in Man As 


Measured by Phlebotomy. J.C.I. 31: 543, 1952. 


. Hoppe, James O., Marcelli, G.M.A., and Tainter, M. 


L.: A Review of the Toxicity of Iron Compounds. 
Am. Jour. Med. Sci. 230: 558, 1955. 


. Hoppe, James O., Marcelli, G.M.A., and Tainter, 


M. L.: An Experimental Study of the Toxicity of 
Ferrous Gluconate. Am. Jour. Med. Sci. 230: 491, 
1955. 

. Fay, J., Cartwright, G. E., and Wintrobe, M. M.: 


Studies on Free Erythrocyte Protoporphyrin, Serum 


Iron, Serum Iron-Binding Capacity, and Plasma 
Copper During Normal Pregnancy. J.C.I. 28: 487, 


1949. 


Wintrobe, M. M.: Clinical Hematology. 4th Edition. 
Lea and Febiger, Philadelphia, 1956. 


. Steinkamp, R., Dubach, R., and Moore, C. V.: Studies 


in Iron Transportation and Metabolism. VIII Ab- 
sorption of Radio-Iron from Iron-Enriched Bread. 
Arch. Int. Med. 95: 181, 1955. 


. Harris, J. W., Whittington, R. M., Weisman, R. M., 


and Horrigan, D. L.: Pyridoxine Responsive Anemia 
in the Human Adult. Proc. Soc. Exp. Biol. and Med 
91: 427, 1956. 


Hegsted, M., Kinney, T. D., Thomas, 
E. D., Rath, C. E., Haskins, D., Finch, S., Fluharty, 
R. G.: Iron Metabolism—The Pathophysiology of 
Iron Storage. Blood 5: 983, 1950. 


. Coleman, D. H., Stevens, A. R., and Finch, C. A.: The 


Treatment of Iron Deficiency Anemia. Blood 10: 
576, 1955. 


Moriarty, L. R.: 
Blood 10: 35, 


Coleman, T. J., Budai, B. S., 
Acute Intestinal Iron Intoxication. 
1955. 


Serum Iron in Health and Disease. 
Quart. J. Med. 13: 19, 1944. 


. Hagedorn, A. B.: Intramuscularly Administered Iron 


in the Treatment of 
J.A.M.A. 164: 1642, 1957. 


Iron-Deficiency Anemia. 
Moore, C. V., Reynafarje, C., and 
Smith, D. E.: Intravenously Administered Saccha- 
rated Iron Oxide in the Treatment of Hypochromic 
Anemia. J.A.M.A. 144: 1084, 1950. 


The Pharmaco- 
logical Basis of Therapeutics. 2nd Edition. The 
Macmillan Company, New York, 1955. 

Rath, C.. sad Finch, 
Hemosiderin. A Method for the Determination of 
Available Iron Stores in Man. Jour. Lab. and 
Clin. Med. 33: 81, 1948. 


Sternal Marrow 


Wallerstein, R. O., and Robbins, Stanley, L.: Hemo- 
chromatosis After Prolonged Oral Iron Therapy 
in a Patient with Chronic Hemolytic Anemia. Am. 
J. Med. 14: 257, 1953. 

Case Records of the Massachusetts General Hospital. 
New England J. Med. 247: 992, 1952. 

Cartwright, G. E., and Wintrobe, M. M.: Iron, Cop- 

per, and Porphyrin Metabolism in the Anemia of 


VIRGINIA MEpICAL MONTHLY 


7 
: 
17 
19 
|| 
. 


Infection. Modern Trends in Blood Diseases. Pau! 
B. Hoeber, New York, 1955. 


Finch, S., Haskins, D., and Finch, C. A.: Iron Metab- 
olism. Hematopoiesis Following Phlebotomy. Iron 
as a Limiting Factor. J.C.I. 29: 1078, 1950. 


Kuhns, W. J., Gubler, C. J., Cartwright, G. E., and 
Wintrobe, M. M.: The Anemia of Infection. XIV 
Response to Massive Doses of Intravenously Ad- 
ministered Saccharated Oxide of Iron. J.C.I. 29: 
1505, 1950. 

Beutler, E.: Clinical Evaluation of Iron Stores. New 

England J. Med. 256: 692, 1957. 
. Stevens, A. R., Coleman, D. H., and Finch, C. A 
Iron Metabolism: Clinical Evaluation of Iron 
Stores. Ann. Int. Med. 38: 199, 1953. 

Brock, J. F., and Hunter, D.: The Fate of Large Doses 
of Iron Administered by Mouth. Quart. J. Med. 6 
5, 1937. 

Davidson, L. S. P., and Girdwood, R. H.: Refractory 

Iron Deficiency Anemia Treated with Intravenous 

Saccharated Oxide of Iron. British Med. J. 1: 

733, 1948. 


. Granick, S.: Iron Metabolism. Bull. New York 
Academy of Med. 30: 81, 1954. 
Dubach, R., and Moors, C. V.: 


Studies in Iron Transportation and Metabolism 


Callender, S. T. E., 


VI Absorption of Radioactive Iron in Patients with 
Fever and With Anemia of Varied Etiology. Blood 
3: 526, 1948. 

. Foucar, F. H., Gordon, B. S., and Kaye, S.: Death 
Following Ingestion of Ferrous Sulfate. Am. J. 
Clin. Path. 18: 971, 1948. 

Haden, R. L.: Historical Aspects of Iron Therapy 
in Anemia. J.A.M.A. 111: 1059, 1938. 

. Josephs, H. W.: Iron Mctabolism and the Hypochromic 

Anemia of Infancy. Medicine 32: 125, 1953. 
Auiderheide, A. C., Horns, H. L., and Goldish, R. aes 

Secondary Hemochromatosis. I. Transfusion ( Exog- 

enous) Hemochromatosis. Blood 8: 824, 1953. 

. Goldish, R. J., and Aufderheide, A. C.: 
Hemochromatosis. II. 


Secondary 

Report of a Case Not At- 

tributable to Blood Transfusions. Blood 8: 837, 1953. 

Hutchison, H. E.: The Significance of Stainable Iron 

in Sternal Marrow Sections—Its Application in the 
Control of Iron Therapy. Blood 8: 236, 1953. 

. Clough, P. W.: Editorial: Hemosiderosis and the 


Parenteral Administration of Iron. Ann. Int. Med. 
36: 694, 1952. 


1200 East Broad Street 


Richmond, Virg 


Relieves Scleroderma Symptoms 


A new hormone that prevents premature birth is 
also useful in the treatment of a rare skin disease, 
scleroderma according to two Florida physicians. 
The hormone is relaxin (Releasin), which is synthe- 
sized from an extract of the ovaries of pregnant 
sows. Working with other hormones, relaxin in- 
fluences the contraction of the uterus in pregnancy 
and labor. It also has an effect on the elasticity of 
the skin. This effect is important in the treatment 
of scleroderma, Drs. Gus G. Casten and Robert J. 
Boucek, Miami, said in the January 25 Journal of 
the American Medical Association. 


In scleroderma, the skin hardens, restricting move- 
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ment. The blood supply is cut off, causing fingers, 
toes, and ankles to ulcerate. In addition to affecting 
the skin, the disease eventually attacks the internal 
organs. 

The Florida doctors gave relaxin to 23 patients. 
While it had no effect on the disease itself, it did 
cause ‘significant improvement” in skin tightness, 
blood flow in the extremities, and ulceration. In 
fact, several patients improved enough to return to 
work. 

The doctors concluded that relaxin represents a 
“significant advance” in the treatment of sclero- 
derma. 
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EFFECTIVE MANAGEMENT of the 


patient with chronic 


renal disease is often 
one of the most frustrating experiences in clinical 
medicine. All too often, the patient is found to have 
such extensive kidney damage that effective therapy 
is quite limited or even impossible. Accordingly, 
there has been increasing emphasis on better care of 
early rena] and other urinary tract disease in the 
hope of decreasing the incidence of chronic renal 
disabilities. It is the purpose of this report to sug- 
gest that the urinary complications associated with 
gout can be detected early and be better controlled. 

Gout has been recognized as a definite clinical 
entity for many centuries.4* That some type of renal 
damage may often be associated with gout has also 
been recognized for sometime*®, but has not been 
given the attention it deserves. It has only been in 
Tecent years, beginning largely with the studies of 
Schnitker and Richter in 19364, that critical atten- 
tion has been focused on the nature of renal lesions. 
More rec ently, there has been renewed interest in 
studying this aspect of the disase.5® 

In an attempt to discover what urinary tract ab- 
normalities might be evident or appreciated in a 
series of patients with gouty arthritis, a review was 
made of all such cases seen at the McGuire Veterans 
Hospital during a 5 year period, 1952 through 1956. 
The cases accepted for study were required to meet 
at least 2 of the following 3 criteria: a typical clin- 
ical course, a definite and prompt therapeutic re- 
sponse to colchicine or a hyperuricemia manifested 
by a serum uric acid level of 6 mg.% or above. The 
murexide test, a chemical method of establishing the 
urate composition of a suspected tophus, is said to 
be pathognomonic of gout when positive, and was 
considered so in this series. Cases of gout secondary 
to other diseases such as the polycythemias, leuke- 
mias, hemolytic anemias or lymphomas and those 
secondary to therapy, such as vitamin B-12 or pyra- 
zinamide (PZA) were not included in this study. 
Of 122 case records reviewed, 90 appeared to have 
a diagnosis of gout firmly established. The group 
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consisted of 88 males and 2 females. Seventy-four 
were white and 16 Negro, this being against a pop- 
ular concept that gout is uncommon in the Negro 
race. The age range was between 28 and 88 years 
with the average being 49.5 years. The patients had 
suffered from gouty arthritis for an average of 6.5 
years. Fifty-six patients were definitely obese and 
This series 
would appear representative of those reported by 
others.!® 


26 admitted excessive use of alcohol. 


Twelve cases out of the 90 presented renal ab- 
normalities which could not definitely be explained 
on any other basis. No cases with other diseases 
likely to present renal abnormalities were included. 
A diagnosis of gout was above suspicion in each case 
and this group of twelve had the most consistent 
hyperuricemias. Only 1 patient at any time failed 
to have a serum uric acid above 6 mg.©. Almost 
20‘, of the entire group of those with gout at some 
time exhibited a normal uric acid level. Otherwise, 
the group demonstrated no statistical differences of 
any significance. The age, sex, race, duration of 
disease, dietary habits and alcoholic consumption 


were quite comparable to the total group. 


The available data from these cases are sum- 
marized in the accompanying table. It will be noted 
that renal calculi occurred in 5 patients and, in at 
least 4, these developed before the articular svmp- 
toms. Two of these had evidence of urinary tract 
infection and, of the 3 checked. all had azotemia. 
The remaining 7 patients all had significant ab- 
normalities such as azotemia, proteinuria, abnormal 
urinary sediment or altered renal function studies. 
Half of the patients had hypertension as opposed to 
24.4% for the entire group. The poorly understood 
relationship of gout and hypertension has been pre- 
viously noted’ and will be discussed later. 

A group of 90 patients falling into the same aver- 
age age distribution was selected for controls. These 
were patients treated on the Medical Service of the 
McGuire Veterans Hospital during the month of 
June, 1957 for diseases in which no renal compli- 
cations were anticipated. Of these, 5 patients pre- 
sented renal abnormalities, less than 50% of those 
in the group of patients with gout. These findings 
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were minor and consisted of 4 cases of asymptomatic 
pyuria and 1 of asymptomatic albuminuria, all of 
whom demonstrated no other abnormal findings. 
Eight other patients were hypertensive, a consider- 
ably lower incidence than in those with gout. 


DISCUSSION 

The variety of findings presented serves to under- 
score the difficulties encountered in delineating the 
pathogenesis of gouty nephropathy. First, one must 
exclude the possibility of some other type of renal 
disease producing hyperuricemia and secondary gout. 
Most workers feel that this is a very rare occur- 
rence* but at times the possibility is difficult to 
exclude. A familial history of gout, the presence 
of tophi, the existence of articular disease before the 
onset of renal insufficiency and a degree of renal 
failure insufficient to produce hyperuricemia are 
clinical features which may be of some value in 
reaching a decision. Second, the vascular component 
of the disease is poorly understood. Earlier workers 
felt that hypertension with resulting nephrosclerosis 
was primarily at fault.4* Current opinion favors the 
concept that patients with gout have earlier vascular 
degeneration.* Actual urate deposition in the intima 
It is further felt 
that the vascular changes become severe only after 


of arteries has been demonstrated.’ 


the kidnevs have been damaged by the primary 
disease.* 

What, then, is the probable sequence of events in 
goutv nephropathy? It must be recalled that gout 
is a systemic metabolic defect interfering with nor- 
mal purine metabolism; it is not just an articular 
disease. The metabolic defect remains unknown but 
as a result the miscible uric acid pool is increased 
from a normal of about 1 gm. up to even 20 or 30 
gms.* In the early stages, prior to renal damage, 
a urate diuresis occurs but is unable to compensate 
completely and the miscible pool remains abnormally 
large. The serum uric acid level rises and above 
the level of about 6.5 mg.%, it becomes very un- 
stable and is apt to precipitate out as sodium urate, 
particularly in the peri articular tissues and in the 


kidnevs.* 


mains unsettled. 


The site of deposition in the kidneys re- 
It was originally considered that 
urate deposition occurred in the interstitial tissues 
with resulting compression and damage of the ne- 
phrons.. Many still feel this to be correct, even if 
only a partial explanation.*® Most recent work has 
suggested that the basic lesion is one of urate 
deposition in the collecting tubules'!*" with proximal 


hydronephrosis, pyelonephritis and damage to the 
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respective glomeruli. There is progessive interstitial 
fibrosis and the involved glomeruli become hya- 
linized and fibrosed. The tubular epithelium disap- 
pears and the microscopic section gives the appear- 
ance of interstitial deposition. It is well appreciated 
that often the urate deposits occur as pelvic deposits 
and that calcium salts are at times incorporated 
into the formation of mixed calculi. 

Despite the work accomplished, there is still much 
to be done to clarify the nature of the gouty kidney. 
Brown and Mallory” and Mayne", among others, 
have reported careful autopsy studies but few other 
reports are available. The use of the renal biopsy 
technique would appear to be of much potential 
value but has been little used so far. However, even 
where more spec ialized studies are not available, the 
routinely employed renal function tests may yield 
much valuable information, not only as to the pres- 
ence, extent or progression of nephropathy, but also 
as to evidence of possible improvement of renal 
function. Phillips!’ has suggested that improvement 
can be anticipated after the institution of appropriate 
therapy and, if his experience is confirmed, the prac- 
titioner will be presented the unique experience of 


} 


being able to reverse chronic renal disease. 


While the exact nature of the kidney pathology 


remains to be clarified, there is little disagreement 


is to the proper management of the asymptomatic 


gouty patient, whether he does or does not have 
2,10,18,19 


urinary complications.” The usual practice 


of severe limitation of purine and fat intake has 
recently been questioned because the dietary intake 


appears to have little effect on the uric acid 


pool.'’1%19 However, there is the repeated clinical 
observation that certain indiscretions of diet and 
alcohol precipitate episodes of gouty arthritis. As 
Talbott" has suggested, it still appears entirely rea- 
sonable to restrict alcohol, high purine content foods, 
other foods which appear to “trigger” attacks. 
While at the 


of correcting the defect which results in the increased 


present time there is no available means 


production of uric acid, there is the possibility of 
producing a urate diuresis. There does not appear 
to be a renal defect in excretion of uric acid, and 
barring the appearance of renal injury, there does at 
times appear to be a urate diuresis." Various drugs 
can be used to block the renal tubular transport 
mechanism whereby actively 


urates are normally 


reabsorbed. These include the salicylates and pro- 
benecid (Benemid). It is now a generally accepted 
therapy to use one of these agents. Salicvlates in a 


Generally 


daily dosage of 4-5 gms. are effective 
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DATA OF PATIENTS WITH GOUTY ARTHRITIS AN 


Serum 
Uric 
Acid 


mg 


Dura- 
tion of 
Disease 


Pro- 
tein- 
urla 


Age (Average 


Urinary 
B.P 


Sediment 


71 2 yrs 120/85 3plus) Many 
WBC « 


RBC's 


130/80 Iplus Normal 


l 


2 plus 1 


Nermal 


10 yrs 


Normal 


Urie acid 
crystals 


10 yrs 


1 plus 


6 mos Occa- 
sional 
WBC’s 

13 yrs Occa- 

sional 
granular 
casts 


2 plus 


Many 
WBC's & 
granular 


casts 


+ plus 


Few 
WBC's & 
rare RBC 


1 plus 


Normal 


Uric acid 
crystals 


preferred, however, is probenecid in a dosage of 1-2 
gms. a day. Certain precautions must be exercised 
with this agent. There is some danger of urate cal- 
culi forming in the urinary tract during the first few 
days of therapy. It appears desirable to use only 
about .5 gm. of probenecid daily for about the first 
2 weeks and to alkalinize the urine. Fluids must be 
forced throughout therapy. Occasionally, exacerba- 
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D RENAL COMPLICATIONS 


Maxi- BUN 
mum mg 
Conc. 


PSP 
(15 
min 


Urea 
Clear- 
ance 


IVP 
Excre- 


Urinary 
tion 


Caleuli 


Normal 30 year history 

of renal colic. 
One uric acid 
stone recov- 
ered 


Calculus, 
unknown 
moved from 
left ureter 11 
years pre- 
viously. 


type 


re- 


Px or 
excre- 
tion bi- 
later- 
ally 


Negative shad- 
ows in renal 
pelvis. 20 vear 
history of re- 
nal colic with 
recovery of 
uric acid cryvs- 
tals. 


Poor 
excre- 
tion 
bilat. 


Caleulus in 
right renal 
pelvis 


Calculus in left 
pelvis. 


1.018 28 


No ex- 
cretion 
bilat. 


1.010 50 


1.019 10° r ex- 
cretion 


bilat. 


Normal 


1.016 


1.025 17 10% | Sl. 


di- 
minish- 
ed 


tions of gouty arthritis occur with institution of this 
drug but it is rarely necessary to discontinue it 
temporarily. Such attacks should be managed as 
any others with colchicine or, if this fails, with a 
brief course of either phenylbutazone (Butazolidin) 
or one of the adrenal steroid preparations. Con- 
comittant administration of colchicine, .6mg. 1 to 
+ times daily, is recommended by many.2!9 It has 
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WBC's & 
RBC’'s 
Iwk.| 8.8 120/70 | 0 1.020 25 
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12 | 40 | Syrs.| 84 | 150/100, Trace 
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been noted that salicylates to some extent block the 
action of probenecid but this action does not appear 
to be as great as formerly considered.” It appears 
desirable to limit salicylate intake to a minimum in 
order to obtain the maximum uricosuric effect from 
prol eT id. 

Management of the patient with hyperuricemia 
Excellent studies have 
confirmed the familial nature of the disease and the 


alone is a moot question. 


fact that many asymptomatic relatives of those with 
gouty arthritis have hyperuricemia.” *! Perhaps the 
period of hyperuricemia preceding the onset of symp- 
toms is the period during which the renal damage 
begins. If this be so, and it was strongly suggested 
in + cases in this series, then it may well be desir- 
able to screen more carefully the families of those 
with known gout and actively treat those who have 
hyperuricemia. On the basis of present information 
this does not now appear indicated” but the problem 
merits further study. 
CONCLUSIONS 

1. Gouty nephropathy probably is not as rare as 
usually considered. The observation of renal ab- 
normalities in 12 out of a total of 90 consecutive 
cases of gout would suggest that this is so. A com- 
parable control group revealed a much lower inci- 
dence of renal abnormalities. 

2. Nephropathy may be manifested clinically by 
azotemia, proteinuria, hematuria, pyuria and other 
abnormal urinary sediment, abnormal urinary func- 
tion tests and by the formation of urinary calculi 
The basic pathological process appears to be on 
of urate deposition, primarily in the collecting 
tubules. Many questions remain unanswered, how- 
Renal bioy 
might become the source of much valuable informa- 
tion. 


ever, and further study is needed. 


3. Gout is more than an arthritic disease. Through 
an hereditary metabolic defect the uric acid pool is 
increased, leading to its precipitation in many tis- 
sues. The joints and kidneys appear to be particu- 
larly SUS eptible to this deposition. 

4. Adequate long-term management of gout in- 
cludes the use of a uricosuric agent, not only for the 
better control of joint symptoms but for the preven- 
tion and control of renal complications. Other less 
important therapeutic approaches include purine 
restriction and increased fluid intake. 


5. The desirability of treating those with asymp- 


tomatic hyperuricemia is at present purely specula- 
tive but deserves further attention. 
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Aplastic Anemia 


PLASTIC ANEMIA 


hy 


1ypoplastic anemia, refractory anemia) was first 


described in 1888 by Ehrlich? 


(bone marrow failure, 


and is an ever recur- 


ring problem in hematology. It is unclear whether 
patients with this type of anemia form a hetero- 
genous group or nt variations of a single 


disturbance. The one feature that all patients with 
in common is defective blood 


manifested by a pancy- 


top. ut occasionally the red cells are in- 
volved.* The bone marrow is usually hypocellular 


but may be normocellular or even hypercellular. 


We have reviewed the clinical course of 50 patients 


with aplastic anemia seen at the University of Vir- 
ginia Hospital between the vears 1933 and 1956 and 
an analysis of certain features of their illness forms 
the basis for this report. A more detailed analysis 


1as been reported previously* and 
other reviews of this type of anemia have appeared 


i he lite tre 5-12 
Im the literature. 


INCIDENCE 


The age at the onset of illness varied from 4 
vears to 82 years with an average age of 43 years. 
Forty-six per cent of the patients had the onset 
of their illness after the age of 50 years. Thirty- 
five of the patients were men and 15 were women. 


There were only 2 Negroes in the group. Seven 


patients were thought to have their anemia due to 


toxic exposure (benzol-3, phenylbutazone-1, mesan- 
toin-1, chloramphenicol-1, and arsenic-1) while in 


the other 43 the cause was unknown. Although 9 
7 


patients gave a family history of anemia, there were 
only 2 patients with a documented family history 


for aplastic anemia. This occurred in 2 brothers 
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with Fanconi’s syndrome (congenital hypoplastic 


anemia associated with other developmental defects). 


PHYSICAL EXAMINATION 


[Twenty-four per cent of the patients had grayish- 
brown pigmentation of the skin and an additional 
5 patients in the younger age group (8 to 16 years) 
had scattered areas of light brown pigmentation 
(café au lait spots). Forty-eight per cent of the 
patients had purpura or petechiae and all of these 
had thrombocytopenia. Thirty-six per cent had retinal 
hemorrhages and 2 of these had normal platelet counts 
and blood pressure. Significant lymphadenopathy 


in 24 per cent, splenomegaly in 34 per 


cent, and hepatomegaly in 32 per cent. Testicular 
atrophy was present in 24 per cent of the men. 
A possible explanation for the higher incidence 
of brown 


pigmentation of the skin, lymphadenop- 


athy, hepatosplenomegaly, and testicular atrophy 
in this series than in most series previously reported 
may be the greater use of transfusions in recent 
years, as half of the autopsied patients showed an 


increased amount of hemosiderin in the tissues.‘ 


HEMATOLOGIC OBSERVATIONS 


The peripheral blood showed pancytopenia in 37 
patients, anemia alone in 7, anemia and leukopenia 
in 4, and anemia and thrombocytopenia in 2. Thirty- 
two patients had a macrocytic anemia (MCV greater 
than 93 cu. microns) and in 10 patients the anemia 
was normocytic (MCV 81 to 93 cu. microns). None 
had a microcytic anemia (MCV less than 81 cu. 
microns). Forty-three patients had an increased 
percentage of lymphocytes (over 40 per cent) in 
their peripheral blood. This was a relative lym- 
phocytosis in 37 and an absolute increase in lym- 
phocytes (over 3,000 per cu.mm.) in 6. Although 
41 patients had leukopenia, only 5 had an ‘absolute 
decrease in lymphocytes (less than 1,500 per cu. mm.). 
It was not uncommon in this series of patients to 
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have an increased percentage of reticulocytes. Eleven 
patients had reticulocyte counts greater than 5 per 
cent, 10 ranging from 2 per cent to 5 per cent, and 
29 with counts below 2 per cent. Only 9 patients 
had reticulocyte counts that were consistently 0.1 
per cent or less. Fourteen patients had four day 
fecal urobilinogen determinations and 8 of these 
showed an elevated fecal urobilinogen. It was felt 
that these patients had a hemolytic element to their 
anemia but that decreased blood production was the 
main defect. 

Bone marrow aspiration was performed on eve ry 
patient. Thirty-seven patients presented with 
hypocellular bone marrow but 3 of these latter became 
lar and 3 became normocellular. The 


of the bone marrow was normal in & 


t 2 of these showed erythroid hypoplasia 
ind 3 later became hypocellular. Five patients pre- 
sented with a hypercellular bone marrow one of 


hic} ter m vnocelluiar 

which later became hy pocellular. Differen 

marrow counts were available in 37 patients which 


showed more than 20 per cent Iymphocvtes in 27 


more than 50 per cent lymphocytes in 8, and in 


} rrelated with th ~ 
mess COrreiated with the 


‘nting type of peripheral blood. The duration of 
illness of the 15 patients stil] living varies from 
21 months to 18 vears. Nine patients hav had 


their illness from 1 to 3 vears, 3 more than 3 vears 


and 1 more than 10 years. The duration of sur- 
vival of the 35 patients who have died var 

trom 5 weeks to 20 years. Twelve patients lived less 
than a year from the onset of their illness while 15 


survived more than 3 years, 8 more than 5 vears 


and 4+ more than 10 years. Patients with anemia 
alone had the most favorable prognosis while patients 
with pancytopenia had the worst. All 7 patients with 
anemia alone survived more than a year, 5 more 
than 3 years, 4 more than 5 years, and 2 more than 
10 vears. All of the 12 patients who died in less 
than a year had pancytopenia but it is important to 
note that 6 of the 37 patients who presented with 
pancytopenia lived longer than 5 years. 

Six patients had complete remissions with return 
of blood values to normal. All of these patients are 
still living with remissions lasting from 8- months 
to 3 years. Four patients had their remissions ‘after 
corticosteroid therapy but 2 of these whose anemia 
was thought to be due to exposure to phenylbutazone 


and mesantoin might well have had a remissic n 
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without steroid therapy as a result of withdrawing 
the suspected agent. Another patient had a complete 
remission after splenectomy and the sixth had a 
spontaneous remission. 

Six patients had a partial or temporary remission. 
'wo of these had spontaneous remissions lasting 4 
and 12 years respectively but relapsed and died of 
their disease. The third responded to prednisone 
therapy with a return of blood values to normal but 
relapsed when the drug was discontinued and failed 
to respond when it was reinstituted. The fourth after 
being anemic for 11 years during which time he 
received 397 transfusions was then treated with 
cortisone and although his red cell values never 


returned to normal he no longer needed transfusions 


At 


and returned to a normal life. The fifth after h ving 
ancytopenia for 3 years and receiving 21 trans- 
fusions went 17 years without transfusions although 
there was only slight improvement in his blood 
values then developed severe pancytopenia and 
Lie f his disease in 5 months in spite « mult 
transfusions. The sixth had a complete remission 
sting - years following therapy with intramuscular 


xr complete remission while this occurred in only 
/ of the 37 patients with pancytopenia 
Ir tion accounted for the largest number of 
leaths for the whole group, 11 of 35 or 31.4 po 
I I 


cent. Hemorrhage was the most common cause in 
hose with thrombocytopenia. 9 of 28 


: 28. A combina- 


tion of hemorrhage and infe tion accounted for the 


leath of 6 patients all of whom had pancytopenia 


One patient who had. an illness for 41% vears 
leveloped acute my elocytic leukemia during the last 
He was the only patient in thi 


series who de veloy ed leukemia 


TREATMENT 


The treatment of aplastic anemia has been mainly 


tactory and although a wide variety of thera- 
gents have been tried, there have been onh 
a few scattered reports of success. The most effectiv: 
form of treatment is the withdrawal of the offending 
toxic agent when such a history can be elicited. The 
mainstays of treatment at the present time for the 


idiopathic cases are tranfusions. orticosteriods,!*-19 


and splenectomy.! Vitamin 


preparations such as 
B-12 and folic acid have not been effective and iron 


therapy is not only useless but increases the danger 


natient the in } 
patient the increase was as high as 94 per cent. cru ver extract but ther } Failed 
ude | DUC then relapsed, failed to re- 
nd to liv in inv torm and lied 4 
his disease It is interest that 4 of the 7 
he dura on f 
¢ duration of i] NE patients who had anemia alone had either a partial 
m iOne had elit! rtia 
| 
| 
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of exogenous hemocromatosis which these patients 


are prone to develop due to the multiple transfusions 
they receive.* 

Thirty-four patients were treated with corticos- 
teroids either in the form of cortisone or prednisone. 
Six patients had a complete or partial remission, 9 
patients showed improvement in some feature of 
their illness, and 19 showed no response. Of the 5 
patients with anemia alone who were treated with 
corticosteroids, 3 had a remission while only 3 of 
the other 29 had a remission. Four of the 6 patients 
who had a remission recovered completely while 1 
patient had a temporary remission and another was 
greatly improved requiring no more transfusions but 
the blood values never returned to normal. Of the 
9 patients who showed some improvement, 3 had a 
decrease in their bleeding tendency without a rise 
in platelet count, 1 had a rise in platelet count, 2 
had a rise in leukocyte count, and 3 had a temporary 
rise in erythrocyte count. 

Splenectomy was performed on 5 patients. One 
patient who had been anemic for 6 years and had 
received 128 transfusions had a complete remission 
and had been followed for 3 years with no sign of 
a relapse. Another had a return of leukocyte and 
platelet count to normal but showed no improvement 
in her anemia. The third patient showed only a 
slight improvement in that transfusions were needed 
less frequently and the other 2 patients showed no 
response. 


SUMMARY AND CONCLUSIONS 


Of the 50 patients with aplastic anemia reviewed, 
toxic exposure was thought to be the cause in 7 and 
- 43 were idiopathic. 

Most of the patients had pancytopenia, a macro- 
cytic anemia, relative lymphocytosis, and a hypocel- 
lular bone marrow. However, in 13 the bone marrow 
was normocellular or hypercellular and 7 patients 
had anemia that was not associated with leukopenia 
or thrombocytopenia. 

Although the most important factor in the anemia 
in these patients was deficient erythrocyte produc- 
tion, the presence of an associated hemolytic com- 
ponent manifested by increased fecal urobilinogen 
excretion and mild reticulocytosis was not unusual. 

Brownish-gray skin pigmentation, lymphadeno- 
pathy, bepatemegaly and splenomegaly occurred com- 
monly in patients who received multiple transfusions. 

The prognosis was most favorable in patients with 
anemia alone and in those with a hypercellular bone 
marrow. However, an illness of long duration was 
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not uncommon in those with pancytopenia and a 
hypocellular bone marrow. 

A complete remission occurred in 6 patients and 
a partial or temporary remission in another 6 pa- 
tients. Both the spontaneous remissions and those 
that followed corticosteroid therapy and splenectomy 
occurred most often in patients who had anemia 
alone. 
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The Weaker Sex 


The ladies are now firmly established, statistically, 
as the stronger sex, according to Dr. Louis I. Dublin, 
eminent health statistician and health and welfare 
consultant of the Institute of Life Insurance. 

If there were any doubts before, current health 
and longevity tabulations show that women have 
not only held their position of advantage of a gen- 
eration ago, but have made still further gains. 


How long one lives is the ultimate measure of 
health, and on this basis, the ladies are now several 
years healthier than men. The average length of life 
of women in the United States is now 73 years. For 
men it is only 67 years. That is an advantage of 
6 years for the women. Both men and women have 
been adding years to their expectation of life. Since 
1900, the gain for the nation as a whole has been 
22 years. But the women’s expectation of life has 
increased 25 years in this period, while that for 
men has risen only 20 years. 

The female health record is better than that for 
males at all age brackets. More boy babies are born 
than girl babies, but apparently that is nature’s 
answer to the male’s poorer life outlook. Because 
almost immediately, the female infant records a 
better survival rate, and by teen-age the girls are 
approaching the period when they have their best 
hold on life, and when they show the greatest ad- 
vantage over the male group. For the 15 to 24 group, 
the male death rate is now three times that for 
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females. This is a great gain over the record only 
15 years ago, when the male death rate of this age 
group was less than one and one-half times that for 
females. 

The greater relative gains shown by females at 
the younger ages have carried more women on to the 
older age groups—where women have an additional 
advantage over men. The woman of 65, for instance, 
has an expectation of 16 more years, while the man 
of that age can expect about 13 years. 

This greater life expectancy of women is reflected 
through almost the entire range of diseases or disa- 
bility. Women show lower death rates than men from 
almost all of the major causes of death—all, in fact, 
with the single exception of diabetes. This has not 
always been true. Prior to 1945, women showed a 
higher cancer death rate than men. In the past 15 
years, while the cancer death rate for women at 
most ages has declined 10 per cent, that for men 
has increased. In fact, the mortality rate among 
men for lung cancer has increased 180 per cent, in 
this period. 

Women apparently don’t gamble with their lives 
as much as men, the female death rate for accidents 
being less than half that for men. In heart and 
circulatory disease, which accounts for half of all 
deaths, the female death rate is less than two-thirds 
that for males. Even in the infections, such as 
influenza and pneumonia, women show a death rate 
one-third less than men. 


| | 
- 
' 
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A Strange Antacid— Hydrochloric Acid! 


nee YEARS AGO a distinguished professor of 
medicine, whose name and work are known 
throughout the English-speaking world (I mention 
these facts for a reason) told me he had been having 
some digestive troubles and asked me to do a frac- 
tional test-meal test on him. I knew he was also, 
at that time, in the midst of marital difficulties. 
When, later, I told him that his acidity was well 
over 100, in fact, the highest I had seen in many 
hundreds of such tests, he was astonished, because, 
he said “one of the things that relieves my indiges- 


tion is dilute hydrochloric acid!” Some weeks later 
appendectomy relieved his symptoms. This is one 
of the few instances in which we can because of the 
patient’s calling, put reliance on his clinical history. 

This case points up a common misunderstanding 
of the term “hyperacidity”. From our own and 
others’ experiences we can state: 

1. That the range of gastric acidity following test- 
meals in healthy medical students, free of digestive 
or other symptoms, is as wide as in disease of the 
stomach, local or reflex. Achlorhydria is present in 
about 5 per cent, and hyperchlorhydria in about 2 
per cent of healthy students. These two conditions 
therefore cannot be regarded as pathological. 

2. When hydrochloric acid is introduced into 
healthy stomachs through a stomach tube, in amounts 
and concentration sufficient, or more than sufficient, 
to produce “hyperacidity”, no pain or discomfort is 
experienced. Hyperacidity, per se, does not cause 
pain. This is not true in people with peptic ulcer. 

The most satisfactory explanation of the associa- 
tion of hyperacidity, stomach pain several hours after 
meals, and relief of pain by food, alkalis (and, some- 
times, even by dilute hydrochloric acid) would seem 
to be that put forward by Hurst in 19251 and may 
be stated as follows: 

Pain in hollow organs, apart from organic disease, 
is brought about by any condition which raises the 
tension or pressure within the lumen of that organ 
beyond a certain limit. In the case of the stomach, 
one form of pain is that which occurs when the 
organ is of the hypertonic, hyperperistaltic type, 
and, when nearly empty of food, develops a pyloric 
or prepyloric spasm (reflex or direct). The small 
volume of food contents is then being squeezed be- 
tween the closed pylorus distally, and a peristaltic 
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wave passing down the stomach and so deep as ac- 


tually to occlude the gastric lumen proximally. 


To illustrate mechanism of production 
of late gastric pain (Hurst). 


Under these circumstances: 

(a) The normal intermittent regurgitation of duo- 
denal contents into the stomach (which thus dilutes, 
neutralizes and “regulates’’ gastric acid) does not 
occur or is diminished. Gastric acidity therefore 
remains high. 

(b) Relief of pain is achieved by reducing the 
intragastric tension by either, 1. relaxing the pyloric 
or prepyloric reflex muscle spasm (appendectomy, 
cholecystectomy, etc.); 2. making a gastrojejunos- 
tomy; or 3. relaxing the hypertonic, hyperperistaltic 
stomach (the reflex relaxation brought about by the 
introduction of bulk into the stomach—food, fluid, 
alkalis or even a volume of dilute hydrochloric acid). 

CONCLUSIONS 

High acidity of the gastric contents does not, per 
se, Cause pain in non-ulcerated stomachs. Hyper- 
acidity results when duodenal regurgitation is pre- 
vented or diminished, e.g., in a rapidly emptying, 
hypertonic, hyperperistaltic stomach, or in pyloric 
obstruction. ‘‘Late” gastric pain occurs when a small 
volume of gastric contents is imprisoned and under 
pressure by a closed pylorus in front and a deep 
occluding peristaltic wave behind. Relief of pain 
occurs when the pressure is relieved by relaxing the 
stomach by food, fluid, alkalis and even dilute acid. 


1. Hurst, A. F. Brit. Med. J. 1925. 1. 145. 
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UICIDE has a personal significance for all of 
us. No one of us can be sure that he will not 
contribute to this 11th cause of death. Although we 
have erected a series of legal, cultural and religious 
prohibitions to suicide, they only emphasize our 
tendency toward such an act. Suicide accounts for 
about 17,000 deaths a vear in the general po} ulation 
of the United States. In white males from ages of 
15 to 44, suicide is the 5th cause of death. Phy- 
sicians kill themselves more frequently than other 
males; 


seven of the early leaders in psychoanalysis 
committed suicide. These and similar statistics are 
shocking when we realize that they cover the small- 
est and least representative number of suicides. A 
great many suicides are concealed. Suicidal intent 
in auto accidents is not questioned. Deaths fol- 
lowing complications of suicide attempts are rarely 
recorded as suicide. Suicidal attempts—no matter 
how serious—are never recorded in tables of vital 
statistics. There is a concept of “partial suicide” 
where death does not occur but which consists of 
self-destructive actions carried out as self-punish- 
ment. The underlving unconscious mechanisms are 
identical with those of suicide. In such a sense, 
chronic alcoholism can be called chronic suicide. 
The escape into addiction, follows, rather than pre- 
cipitates an unconscious desire to abandon the strug- 
gle of life. Most patients sometime during the psy- 
chotherapeutic process will reveal suicidal thoughts 
I believe there is a latent tendency to suicide present 
in all of us. 

Zilboorg!, 


self with the problem of suicide, after a study of 


a psychoanalyst who concerned him- 


institutionalized cases declared that suicide appeared 
in depressive psychoses, compulsive neuroses and 
schizophrenia but declared that, “Evidently there is 
no single clinical entity recognized in psychiatry 
immune to the suicidal drive. It is to be viewed as 
a reaction of a developmental nature which is uni- 
versal and common to the mentally ill of all types 
and probably also to many so-called normal persons.” 

Moss and Hamilton* reported on 50 hospitalized 
patients in whom there was no doubt of the inten- 


sity of the self-destructive drive. All diagnostic 


Presented at annual meeting of The Medical Society of 
Virginia, Washington, D. C., October 27-30, 1957. 
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Therapy for Suicidal Patients 


WILLIAM F. GIBBS, M.D. 
Norfolk, Virginia 


categories of mental illness were included but there 


was a higher percentage of psychoneurotics and 
manic-depressives, and a lower precentage of schizo- 
phrenics as compared with the over-all hospital pop- 
ulation. According to them there seemed to coexist 
three determinates of the act: One, the hope of a 


permanent reunion in death with the lost loved one, 


the forcing of attention or satisfaction otherwise 
unattainable or the pleasure of spite and revenge. 
A second determinate is murder of self when the 
frustrating important person cannot be harmed be- 
cause of the patient’s guilt or anxiety or fear. A 
third determinate is an expression of hopelessness 
and the relinquishing of any prospect of gaining 
necessary satisfaction from the present environment. 

In this study it was significantly emphasized that 
a reactivation of the suicidal drive occurs. Four- 
fifths of their patients, despite therapy of various 
types, again wished for death on their first day or 
overnight home visit. One-half of the patients made 
suicide attempts and some succeeded as soon as they 
reentered the social environment in which the original 
attempt o¢ curred. 

Although there is no psychiatric entity which does 
not contribute to the suicidal toll, most suicidal at- 
tempts follow a depressive episode. Even when an 
attempt is not the expression of a genuine wish to 
die, it has been shown? that feelings of depression, 
self-disgust and self-depreciation are attached to 
externally oriented reasons before the attempt is 
made. 

Reviews of case histories have shown that warn- 
ing signs almost always precede suicidal attempts. 
This contradicts the vague but often heard conten- 
tion that “those who talk about suicide ever -kill 
themselves”. A change of mood, with depression 
prominent, is almost always present before an at- 
tempt. Disordered thinking or evidence of a phy- 
chosis are not necessarily seen. ae 


The picture of profound depression is readily 
recognized. The patient is despondent, cheerless. 
perplexed and recognizes his retardation of thoughts 
and actions. He has a sense of impending doom, 


a feeling of fear, a hoy veless acquiesenc e to the forces 
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‘of dreadful fate. His ideas of guilt, self-deprecia- 
tion and bodily ills (especially of disorders of the 
G.I. tract) are quite unshakeable. Not only is he 
depressed and conscious of it but his depression is 
transmitted to those around him. Everyone recog- 
nizes his emotional illness. 

Early depression or mild depression is difficult 
to diagnose. One of the earliest signs is difficulty 
or loss of interest in reading. It is the result of a 
generalized loss of interest in everything, preoccupa- 
tion with one’s self, lack of concentration and ten- 
dency to daydream. He has vague physical symp- 
toms, feels stale and rundown, complains of poor 
appetite, weight loss, headache and fatigue. Very 
likely he has noted that he wakes early, at dawn, 
feels worse in the morning than at night and his 
sleep is troubled and restless. He has been avoid- 
ing social contacts and stubbornly insisting that if 
left alone he will do as his friends request and 
“snap out of it”. He believes that his primary 
disorder is physical and that his “blue and de- 
pressed” feeling is secondary. At the same time, he 
is irritable, gloomy, peevish and quick to take 
offense. He is easily rejected and the few who seek 
his company are rebuffed. 

When the physician first sees the depressed pa- 
tient and in subsequent interviews, he should pro- 
ceed to collect a detailed history of present and 
past episodes of depressive reactions. The patient 
is not upset when searching questions are put se- 
riously and sincerely. He responds with gratifica- 
tion, begins to confess with relief, and feels that a 
bond of communication has been established with 
the doctor. This history aims at understanding com- 
pletely both the precipitating factors and the pa- 
tient’s everyday environmental stresses. The history 
seeks out a developmental pattern which is being 
currently repeated. Direct questioning about sui- 
cidal thoughts does not lead a person to suicide 
but permits him to unburden, gain relief, admit that 
he is frightened and hopeless. An evaluation of the 
patient’s whole life, assets and liabilities is made. 

In dealing with the patient, the doctor slowly 

and cautiously makes the patient aware of hostility, 
against whom it is directed and how it occurred 
in a repetitious pattern in the patient’s life. Each 

and every time such statements are made, the patient 
is reassured that such feelings are usual even about 
people who are essentially good and loving. One 
can usually determine against whom the hostility is 
directed if he can discover who else will be trau- 
matized by the suicide. It is useful to put into words 
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what we can guess the patient thinks. Then the 
patient can feel the thought has been expressed with- 
out his taking direct blame for it. Reassurance of 
his acceptability and worthwhileness is constantly 
given. A widely held psychoanalytic belief is that 
suicide is a form of displacement—a psychological 
murder—where the desire to kill another, who has 
thwarted the individual, is turned back on the self. 
This concept must be vigorously upheld and the 
patient supported in his attempt to discover the 
object of his hatred. It aids both patient and thera- 
pist to understand a suicidal wish to be a desire to 
sleep without cares. The therapist must actively 
intervene in the patient’s environment. He must be 
aware of the emotional, social and cultural forces 
affecting the patient. He must aid important rela- 
tives, friends and employers to understand their own 
hostility and rejection of the patient and how this 
affects the patient. 

When it is evident that depression is severe, 
where there is mounting tension with depression, 
severe retardation, lack of communication, unreason- 
able loss of anxiety with confusion or excitement, 
the patient should be referred to a psychiatrist and 
hospitalized. The expression of a wish to die in an 
individual with great underlying hostility, with a 
family history of suicide and whose ego strength 
(character) is weak, amounts to grave danger. 

Electro-shock therapy is the treatment of choice 
in severe depression or suicidal risk. It is up to 
100°. effective in so-called “pure depressions”. The 
contraindications are few and the complications min- 
imal. In the cases where EST is used, psychotherapy 
is usually reserved for environmental changes, coun- 
ciling on a conscious level, and follow-up periods to 
EST serves 
to aid the patient to re-repress his problems; it is not 
curative. As yet unknown factors determine whether 
a depression will result in suicide, a manic attack 
or recovery. 


avert serious reactivation phenomena. 


Adjuncts to psychotherapy include the usage of 
adequate dosages of ataratics. For example 10 mgm. 
of Thorazine T.I.D. is generally useless and dosages 
ranging up to 1000 mgm. per day should be insti- 
tuted to be genuinely effective. Sedation is impor- 
tant. Here one uses a risky procedure and must take 
precautions not to give a means of suicide to a po- 
tential victim. Nevertheless, a good sound night’s 
sleep is of utmost importance to the patient. Bluntly 
stated, anyone can find a means of killing himself 


if he so desires. The use of stimulants in depres- 
sion has always seemed to be a matter of “flogging 
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a tired horse’. In many states the stimulation is 
useful; in the retardation of depression, it is not. 

Medications which alter the mood including tran- 
quilizers and especially reserpine often serve to de- 
press the patient. There is a growing recognition 
of the value of certain ataratics in certain psycho- 
pathological states. For example, Thorazine will be 
useful when hostility is obvious, or Miltown when 
tension or anxiety are uppermost. As yet it is im- 
possible to utilize a specific ataratic for a specific 
symptom complex. 


SUMMARY 
Even though the suicide rate has been decreasing, 
suicide claims 17,000 lives in the United States 
annually. The problem of preventing suicides is of 
major significance. Suicide deaths can be diminished 
by recognition of the warning signs, psychological 
mechanisms, and prompt, sincere treatment of de- 


pressed individuals. Referral to a psychiatrist is 


The Medical School Library of the University of 
Virginia is exhibiting library materials on Medical 
Ethics and Etiquette. The display will be up from 
February 5th to April. 

The exhibit includes the two oaths of Hippocrates, 
the pagan and the Christian. Hippocrates’ works 
including his Decorum, Law and Precepts may also 
be seen to illustrate further his views on the subject. 

Sir Thomas Percival’s Medical Ethics of the 18th 
century shows the British interest in the subject. 
In the 19th century regional groups in the United 
States began to adopt codes of ethics—the New York 
State Medical Society in 1823 and the Medico- 
Chirurgical Society of Baltimore in 1832, to mention 
two. Dr. Samuel Brown of Kentucky thought he 
could improve conditions by organizing a secret fra- 
ternity of the better physicians and by promoting 
high moral ideals in it. An article on this fraternity, 
if a bit facetious, is included in the exhibit. 

The chief business of the first real meeting of 
the American Medical Association in Philadelphia 
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Medical Ethics and Etiquette Exhibit 


urged when depression is increasing, hostility is not 
expressed and the patient expresses a wish to die. 
After a suicide attempt has been made there is almost 
always a reactivation of the wish to die frequently 
accompanied by an attempt. Sedatives and ataratics 
have a more important function than stimulants, but 
drugs can only supplement psychotherapy and the 
manipulation of significant extrinsic factors. 
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in 1847 was the formulation of a Code of Ethics. 
Various changes have been made in this over the 
ensuing years. Several of these codes are available 
for perusal. The latest, a much shorter form, was 
formulated in the last year. Articles about doctor- 
doctor relationships and doctor-patient relationships 
are covered, some from the layman’s point of view. 
The interrelationship between patient, physician and 
theologians is also touched upon. There is a lengthy 
book which covers only the Catholic viewpoint in 
medical ethics. 

There are codes of ethics for nurses, physical ther- 
apists, hospital administrators and others. There is 
even a suggested code for medical students. The 
library is able to show articles on several recent 
foreign codes—the French and the Egvyptian—for 
contrast. 

The creed of at least one individual on the subject 
is included. This type is often distributed among 
graduates of medical schools, as we understand was 
done at Medical College of Virginia last year. 


Treatment of Sickness 


LWAYS have 


4 4 Bible one must surely find a program or a pre- 


I felt that somewhere in the 


x m, outining the ide al yurse [to be followed 
by those charged with responsibility of administer- 
ng te the sick. w ther the sickness be physical, 
mental, or spiritual. M elief was confirmed and 
my sear was rewar when recently it was my 
good fort tor terpretative studv of James 
3:13-1 1d report vy the Permanent 
Committee on Christianity and Health as made to 
1957 General Assembly of the Presbyterian 
Church in the United States. This report notes and 
mments fi six steps which, according to 


h 
and tor the sick 


yf sins, one to another 
5. Let the sick person be anointed with oil. 
Immediately, an analysis of the foregoing five 
recommendations reveals that the first four involve 
] 


spiritual therapy, while the fifth is clearly symbolical 


yr the plaved Dv the physician and DY those 
procedures now used the treatment of sickness, 
be the procedure medical, surgical, or psychiatric. 


Further, one tly gets the impression that if 


the physician wishes to make available to the sick 
person all the essentials necessary to restore health, 
then it is incumbent upon him, in a supervisory 
capacity, at least to suggest that the first four be 
carried out even as he himself specifically attends 
to the fifth recommendation 


The interpretative study to which I refer is so 


1 


gical, so practical, so inspiring 


so expressive of 
my own convictions in the matter— that I wish to 
include a condensed report as published in the 


issue of The Christian Observer. The 


1. Let the Sick Person Pray 


James’ first recommendation for the suffering 


person is, ‘Let him pray.” For what should prayer 


be made in time of sickness? Of course it is natural 
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and inevitable that petition should be made for res- 
toration of health; “Let this cup of suffering pass 
from me!” But it must be remembered that real 
prayer goes on to add, “Nevertheless, not as I will, 
but as Thou wilt.” The true purpose of prayer is 
not to persuade God to change His plans, but rather, 
‘ing convinced of the wisdom and love of God, 
and knowing that He alone is deserving of our 


try 


trust, we 


therefore submit ourselves 
“Thy Kingdom (or rule) come, 


Thy w e done.”” Should we be unwilling to sub- 
mit to Gods rule over us, such resistance unnts 
us to receive physical and spiritual blessings from 


hoe m ntenance 
ALi 


restoration of health. 


Prayer is the means by which fellowship with God 


sich fal schir mont 
1ed. Without such fellowship harmonious 
relations with other people are unlikelv, and har- 


monious functioning of the various parts of the self 


mind, will, emotions, glands and organs of the 


fore, plays an important role in prevention of ‘con- 
licts which lead to sickness even when we are 
healthy and cheerful. In times of suffering it is 
particularly important and appropriate that the child 
of God be aware of the presence of his Heavenly 
Father, of whose love he is assured. It makes a 
great deal of difference whether the sick petson be- 
lieves himself to be fighting a lone battle for health 
in an alien universe, or whether he is conscious of 
a divine presence, supplementing and reinforcing 
the work of the doctor with invisible and immeasur- 
able power. 

Prayer is the means by which we surrender all 
negative emotions or attitudes which might hinder 
the effective release of the healing forces that God 
has put into human bedy and with which the doctor 
only cooperates. Through prayer we push self aside 
as the controlling center of life and realign ourselves 
with God and His purposes for us. In so far as 


we cease all rebellion against God and trust our 
lives and destinies unreservedly to Him, in so far 
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unconditional 
to Him, saying 
St. James, should be taken by SE Him. 
1. Let the sick person pray. Once this fundamental truth about prayer is ac- 
=a 2. Let the sick person pray the prayer of faith. cepted, we may go on to describe the role of prayer 
3. Let the sick person call for the Elders in th 
Church 
0, 
a bodv—beccmes an impossibility. Dailv praver, there- 
July, 1957, 
report follows: 


as we permit Him to rule over us, in 
put ourselves at His disposal, we 


so far as we recognizes that it is usually impractical 
shall to that extent r an entire congregation to visit a sick member. 
rid ourselves of damaging emotions and attitudes that the visit be 


1 representatives of tk 
resentment and prejudice. pastor wh ilso an Elder, 


such as self-centeredness, anxietv. 


fear, hate, anger. 
hostility, bitt 


a member of the session 


freed from worldly cares and avoca- 


Or the sick, but 


harmful w 


ainly upon them. 
tremend 


say, nor does the Bi 


MARCH, 


2. Pray in Faith 
, tions, will do much of his visiting 
Ne XT, James indicates that oniv the praver of 
: pas; James clearly states that this obligation is to be 
ith wy) ne effective in “Ine th tok taith 
faith will be effective in sav ing the sick. The faith shared bv th ther Elders also. 
Which ames here makes rCierence is the faith ‘ 
Notice that the sick person is to “call for the 
of the Christian friends of the sick person. Of * oe , 
, Elders He is not to wait passively wi ndering 
course, one mans taith can never emploved as a 
Whether or not Christian friends will happen to 
substitute for another man’s, but it mav often hav 
fearn of his illness. He is to notify the session of his 
the effect of inspiring or strengthening the faith ot ; ee 
sickness; he is to request a visit 
the sick person himself. But what does James mean 
Whether the pastor visits by himsé lf. or whether 
, ther members of the session or congregation make 
Sureiv he would agree that there must be no doubt 
id “ae the visit, one of the main purposes should be to let 
in the mind of the person praving about God’s power eee 
th tient understand that they represent the entire 
to heal. The Christian should not find it litficult 
+ + } y Lar theo } +lo 
‘ ngregatior ind that he is not al he pis ittie 
to believe that the God who riginally gave life also : 
Nas power to prolong life by destroving disease. Ni : 
: Christian love and affection of th ntire brother- : 
‘mitation whatsoever should be placed on the power 
the Creator of the ends of the earth 
C it is im] tant to remem that by Ith 4 Conte 1our Stns to One Another - 
James means much more than intel]. tual assent to 
James further recommends that those who are sick 
propositior Ven to the proposition that ‘all things 
coniess their sins, in the confidence that God 
re possible with God". James in his second chapter 
; Is thtul and just to forgive us. Of course everv- 
} mad i+ r ur} } = 
aiready nade it iear that a Which does 
; ; ; me of Us, Whether sick or well, ought to confess his 
not issue in works profits a man nothing. True : 
sins. But since James’ reference t nfession occurs 
Christian faith therefore results in an orderly and ‘ 
of obedience to God's laws of health 
in ilth may be sure that numerous connec- 
prayer nor faith would help a sick person 
tions tween guilt and sickness had me to his 
recover trom the adverse effects of over ating so long 
n. Old Testament writers were aware of such 
is he persisted in oluttan. The praver of fai#} 
mnections, and at least twice in His healing min- 
Or Healing can only be prayed by one who avoids 
istry, Jesus traces sickness to an unrelieved sense 
of over-indulgence and intemperance bv one : 
guil SO it would appear that an experience of 
whose faith proves its genuineness hy Hed ler to 
und forgiveness may <ame. 
s LAWS OF il £ilil 
times ssential to recoverv and health : 
». Let the Sick Person ( 1 for the Elders of the Protestants who elieve in the priesthood of al) 4 
Caurca ellievers ar mvinced that ordinarily such confes- 
lames Next suggestion Is that the sick person slons should I l¢ airectly to God. But lf a per- 
til Tor the elders of the church, who will visit him SOI 25 lenated trom God by his sins that he 
ind prav with him We recognize that visits to the las GimMcul eiving assurance of pardon. it 
sick nrolanced tn. off +} m ivisable for him to have a <niritual coun- 
ICK can proionged to the oint of hurting th i i (O ull 
patient s recovery. We realize that unwis. and harm- Se10 y serve as a Witness to this transaction between 
ful comments can he made in the natient’s hearing he soul and God. Alth ugh James does not in this 
But the practice of medicine can also be carried issage state to whom confession should be made. 
min unwise and MMMMavs. In neither case do ind thus leaves us free to choose who mav seem 
abuses nstitute an argument against the validity cst, Yet We May suppose that pastors are o aimar.y 
° and helpfulness of the practices themselves. To etter qualifed than others, and our choice ought 
neglect eithes 
that nave | whole 
- 
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teach, that all wickedness is caused by sin, or that 
healing for the body is always a benefit of the atone- 
There 


but to assert that these relations are always true is 


ment. may frequently be such connections, 
to create a needless and harmful sense of guilt in 
many who are innocent sufferers. It is to arouse 
hopes which are unsupported by 
least two occasions confirmed 
the insight of Jcb that our suffering is not always 
in proportion to our sin. The disciples seeing a man 


lind from his birth asked Jesus, ““Who sinned, this 


man or his parents, that he was born blind?” Jesus 
unswered, “It was not that this man sinned, or his 


Jesus taught concerning the 
tower in Siloam fell, “Do 
worse Offenders than all 


I tell 


ou think tMat they wer 


who dwelt in Jerusalem? you, 


We have now briefly expounded four elements in 


James’ program in behalf of the sick. In all four 
of these ways, James suggests the importance of 


In all of these 


ways he stresses the importance of spiritual factors 


non-physical components in sickness. 
in the recovery from disease. 


5. Let the Sick Person be Anointed with Ou 


Finally, James advises that the sick person be 
anointed (literally “oiled”) with oil in the name 
of the Lord. Interpreting Scripture by Scripture, 


we note that in Biblical times oil was in common 


— 
use for medical purposes 


According to Isaiah it 


was used to soften wounds. Hence the good Samari- 


an, after bandaging the w 


unds of the victim of the 
thieves, pours cn oil and wine. Of course James 


does not mean that oil was always to be used, regard- 


less of the nature of the illness. Other medicines 
were also used in Biblical d ivS It seems clear that 


James used oil as typical or representative of all 
medicines. So we today should not limit ourselves 
to New Testament medicines; rather we should use 
prayer in conjunction with the best medical pro- 
cedures recommended by trained physicians of our 


day. The point is, James believed there was no 
conflict between faith in God and the use of medi- 
cinal remedies. He taught that prayer should be 
used in conjunction with the best medicine available. 

Such an interpretation of James’ words is in com- 
plete harmony with the teaching of the rest of the 
Bible. 


help of physicians and medicines, the Bible charac- 


Whether a healing occurs with or without the 
teristically credits God with the cure. It knows no 
tension between these two kinds of cures, because 


it teaches that all healing is from God. 
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So James in this passage attaches value to indi- 
vidual and corporate prayer for the sick, to faith, 
to pastoral visitation of the sick, to confession of 
sin and forgiveness, and to medicinal helps. But 
when healing comes, James wants us to understand 
that it is God who raises up the sick, it is God who 
heals all our diseases. For it is God who graciously 
provides all five of these ways by which the human 
family can be helped in its battle against sickness 
To use <« nly some of these, and to neglect others, is 
to spurn help which God Himself has made available 
to us. 

We may accept every one of James’ statements as 
true, but there is grave danger in accepting them 
in an unqualified sense apart from the light of other 
relevant passages of Scripture. 

(a) James does not mean to say, and certainly 
the Bible does not as a whole support the conclu- 
sion, that the Lord will always raise up the sick 
for then there would 


in response to pravers of faith, 


ve no death. 


Such a cenclusion would be a 
of the Scriptural teaching about human mortality. 
And were God to answer in the affirmative every sin- 
cere prayer offered to Him, He would in effect be 
abdicating as ruler of the universe and turning its 
control over to the human race. Prayer should al- 
ways be presented in the attitude, “Thy will be 
done.” 

(b) Moreover, many people today are tempted to 
invert the Christian scale of values by placing phys- 
ical health above all other values in importance. 
To the contrary, the Bible teaches that Christlike- 


ness in character is the pearl of greatest value. The 


rule of God, not health, wealth and happiness, is 
to be sought first. Sickness is not therefore neces- 
sarily to be regarded as the worst evil; we cannot 
even say that it is always contrary to the will of 


God. James in his first chapter writes that the test- 
ing of our faith by adversity produces steadfastness, 
thus enabling us to make progress toward Christian 
perfection. Sickness and suffering can and often do 
stimulate our growth toward Christian maturity 
“We know that in everything God works for good 
with those who love Him, who are called according 


to His purpose”’. 


The report ends. 

At a time when increasing emphasis is being 
placed on psychosomatic medicine and with our hos- 
pitals and mental institutions filled to capacity, 
this report comes as a breath of fresh air, not only 
to those struggling to develop those inner resources 
so necessary to combat successfully the stresses and 
strains of life, but also to them who are privileged 
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parents... Again 
eighteen upon whom t 
v 
the others 
= 


to assist in bringing about the restoration of health. 
Someone has said (and I paraphrase): When illness 
comes, get in touch with the Great Physician by 


prayer and with your family physician by telephone. 


This I believe to be sound, practic al advice. I fear, 


however, that we, as physicians, must confess that 


We have not been making known to our patients all 


the resources available to us as these resources are 


outlined so distinctly in this interpretative stud) 


study 


Probably the best wav to reduce automobile in- 


surar rates Is to teach teen-agers how to driv: 
properly. This would increase the number of 


December Today's 
American Medical Association's popular health mag- 


azine, David Star, Floral Park. N.Y. said training 


would also help reduce the rising number of fatal 
ccidents involving drivers under 25 vears of ag 
Year] 1.61 ovs and virls re ch legal driv- 
Ing age; /-5,000 receive no training except what 
Is picked up from friends and relatives. 
If evervone of our 1.600.000 16-vear-olds passed 
Griver (raining course we could In a generati 
+ +} hil 
put more than 30,000,000 drivers on our highwavs 


who had been trained in safe and skillful practices.” 


Since last February, Michigan has had a law that 


says no one under 18 can be licensed to drive unless 


he has passed an approved course of driver instru 


tion. The cost of instruction in 


the high schools 
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Lower Insurance Rates 


Perhaps, if we will but take the time and manifest 


the interest to see that this entire program is put into 
effect in the treatment of illness, we may be able to 
of our patients totally well. 


get more and eventually 
we May reap a harvest of lessened congestion in our 
} + 


nospitals, | 


particularly our mental institutions. 
It is in this firm conviction that I submit these 
James as “A Biblical 


Prescription For Use In the Treatment of Sickness.” 


five recommendations of St. 


IS provided 


id the course 
classroom in- 


Among the subjects taught are the motor vehicle’s 


ind cultural life; the driver's phys- 
cal requirements, mental attitudes and social respon- 


acteristics of streets and highways; 


€gal structures and codes; automotive mechanics 
nd maintenance; automctive consumer education. 
ind skills in driving. 

We used to think anyone could just pick up 
driving, but we now realize that instruction and 
ce ing are just as important in driving as they 


are in athletics, music, or bridge building When a 
sungster just picks up driving, he usuall; acquires 
bad attitudes from his parents or other drivers. 


ttit 


ittitudes are much more often at the bottom 


of voung driver accidents than lack of skill.” 


The more young drivers given knowledge and 


lriving attitudes at the beginning of their 
driving careers, the fewer unsafe drivers of all ages 


Will De in the vears ahead. 


| 
requires a minimum of 30 hours of 
- struction and six hours of driving 
dentless drivers which would help reduce insurance ee 
= 
. 
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Public Health .... 


Rabies—A Five Year Picture in 

Virginia 

Rabies is a continuing problem in Virginia in- 
volving particularly the entire western border and, 
to a lesser degree, the northern border. Extensive 
programs of dog vaccination have been successfully 
carried out on the local health department level 
throughout the State, especially during 1954. These 
programs can generally be described as consisting 
of a local city or county ordinance requiring all 
dogs within the jurisdiction to be vaccinated against 
rabies with an approved vaccine before a license 
can be issued. Each locality includes in its ordi- 
nance the requirements suitable for the particular 
area. 

Most programs call for the use of the modified live 
virus vaccine, which protects the inoculated animal 
for at least three years. The vaccine is administered 
by local cooperating veterinarians in clinics set up 
by the health department in convenient locations. 
The clinics are held at specified times and given 
wide publicity. The health department usually 
handles the publicity, supplies, and clerical assist- 
ance, and furnishes the necessary sterile equipment 
for the inoculations. A nominal charge is made to 
the dog owner which covers the actual cost of the 
materials used. 

Since January 1, 1955, it is estimated that more 
than 500,000 doses of vaccine have been given in 
these public clinics. A majority of the dogs were 
vaccinated during 1955 and 1956. Many dogs were 
also vaccinated in private veterinary clinics. It is 
evident that a continuing program is needed to im- 
munize the unvaccinated arrivals which come into 
the canine population. 

_ Following is a table that lists by species the 
number of animals having rabies during the past 
five years, which have been confirmed by positive 
laboratory examinations: 


SPECIES 1953 1954 1955 1956 1957 
Dogs 333 99 101 64 21 
Foxes 116 187 201 136 230 
Cattle 69 54 50 57 54 
Cats ; 28 26 7 22 9 
Horses : 2 2 1 1 1 
Miscellaneous 12 9 13 19 3 

TOoTaL 460 377 373 299 318 
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From this Table several factors are immediately 
evident: 

1. The number of reported cases of rabies in dogs 
dropped more than 50% with the establishment of 
wicespread anti-rabies vaccination clinics in i954. 
Wii the intensification of the program in i955, 
1955, and 1957, and even with better reporting by 
localities, the number of cases in the dog popula- 
tion declined steadily until a low. and possibly 
irrecucible level, was reached last year. As long 
as a large reservoir of sylvatic rabies remains, par- 
ticularly among foxes, it will be practically impos- 
sible to reduce rabies in dogs below the present 
minimum that has been established. Because dogs 
are so closely associated with man, the number of 
cases in this species is a reliable index to the possi- 
bility of rabies being transmitted to man. 

2. All cases in animals other than the canine 
family bear a secondary relationship to rabies in 
canines since they are infected by foxes or dogs. 
In addition, the number of cases reported in cattle 
and other livestock is much smaller than the actual 
incidence. Due to the fact that it is difficult to 
transport large specimens to the laboratory, only one 
head of several cattle dying with similar symptoms 
will be sent for examination. The result is that only 
the head found positive in the laboratory will be 
counted. Wildlife is not in close contact with man 
and usually dies unrecorded. 

3. It is obvious that the fox is now the chief 
vector of rabies in Virginia. Since foxes belong to 
a species of wildlife, vaccination of these members 
of the canine family is an impossibility. The solu- 
tion to rabies control in this group is the thinning 
of the fox population by trapping. Contact among 
individual members of large fox populations is fre- 
quent and easy. Once the infection has been estab- 
lished, an endless chain of spread is set up. Many 
areas of the State are now starting well-planned 
trapping programs during the breeding season to 
reduce the number of foxes to a level at which con- 
tact is infrequent. Nature will then have the oppor- 
tunity to kill off the individual members which con- 
tract the disease before they can spread it to others. 
This is a logical procedure but is often met with 
strong opposition. As previously pointed out, re- 
ported fox cases include only a small proportion of 
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the actual number present in this population. In an 
area where rabies is known to be present in foxes, 
wildlife biologists estimate that only 5% of the 
rabid foxes come to official notice. 

Every year hundreds of Virginians who have been 
bitten by rabid animals are given antirabies treat- 
ment. This cost in money, pain, and fear can be 
eliminated through the control and prevention of 
rabies in animals. There has been no rabies reported 
east of the foothills of the Blue Ridge Mountains 
since 1955. With the cooperation of hunters, live- 


stock raisers, parents, and citizens, this line of free- 
dom from rabies can be extended in all directions 
to the boundaries of the State. 


Statistics uncovered by five Denver physicians 
shed new light on the seriousness of the Asian in- 
fluenza epidemic which reached its peak last Oc- 
tober. The number of Denver deaths following 
influenza indicated that ‘‘there may be a higher mor- 
tality associated with this disease than previously 
believed.” (February 1 Journal of the American 
Medical Association. ) 

They studied 23 deaths found at autopsy to be 
due to acute respiratory inflammation. The deaths 
Although 


these are “relatively few’ deaths, their number is 


occurred between Oct. 3 and 17, 1957. 


eight times greater than the number of respiratory 
disease-caused deaths usually seen in the Denver 
coroner's office for the month of October. 

Commenting on the report, Dr. Harold C, Lueth, 
Evanston, I]l., chairman of the A.M.A. special com- 
mittee on influenza, paid tribute to American phy- 
sicians and public health officials for preventing an 
even greater number of deaths. ‘““Through a nation- 
wide educational campaign, the public was alerted 
to the potential dangers of the Asian influenza epi- 
demic. Early vaccination prevented many cases of 
influenza, while early treatment of those cases that 
did occur undoubtedly prevented many cases of 
pneumonia.” 

They were among 93 deaths reported in Colorado 
during October to be due to acute respiratory dis- 
ease. During that month nearly 20,000 cases of 
influenza were reported in the state, excluding the 
city and county of Denver. Eleven million new cases 
of respiratory ailments were reported to the U-S. 
Public Health Service in each of the two middle 
weeks of October. By December, the rate had fallen 


to less than three million a week. 
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Asian Flu 


MonTHLY ReEporT OF BUREAU OF COMMUNICABLE 
Disease CONTROL 


January January 

1958 1957 
Brucellosis 0 0 
Diphtheria 5 0 
Hepatitis 29 31 
Measles 433 311 
Meningococcal Infections 10 9 
Meningitis (Other) 17 20 
Poliomyelitis 0 1 
Rabies (In Animals) 43 30 
Rocky Mt. Spotted Fever 0 0 
Streptococcal Infections 529 430 
Tularemia 8 9 
Typhoid Fever 2 + 


Deaths 


The study of the 23 “unexplained, unusual or 
unattended” deaths showed that the individuals died 
after a brief illness, ranging from one to seven days. 
Autopsy showed excessive inflammation of the 
larynx, trachea, and bronchus. In a few cases, the 
early symptoms suggested severe respiratory disease, 
but in most the symptoms were mild. In 16 cases 
no treatment was given; in the others, it was of an 
unknown type or consisted of aspirin, cough syrup, 
or antibiotics. 

The study bore out earlier predictions that Asian 
flu would be most dangerous to the elderly, the very 
young, and the chronically ill. Of the 23 deaths, 
seven were persons over 50 vears of age; four in- 
fants less than three months old, and three children 
between five and ten years old, Alcoholism and/or 
chronic liver disease was present in 11 of the 13 
persons over 30 years of age. Other associated con- 
ditions were epilepsy, prematurity, chronic rheuma- 
toid arthritis, Mongolism, and bronchiectasis (a 
bronchus disease). 

The doctors noted that the types of pneumonia 
appearing in these individuals were similar to those 
reported during the 1918-20 influenza epidemic. 
However, some findings, including severe changes 
in the internal organs, reported in 1918 were absent. 
In general, the age group was more widespread than 
in the 1918-20 epidemic and the duration of symp- 
toms was shorter, they said. 

The authors are Drs. Richard E. Herrmann, 
George 1. Ogura, Edward S. Johnson, Henry W. 
Toll, Jr, and William C. White. 
ciated with the department of pathology, Denver 


They are asso- 


General Hospital, and the coroner’s office of the city 
and county of Denver. 
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Mental Health.... 


The Children’s Unit at Eastern State 
Hospital, Williamsburg, Virginia 


An essential for the successful treatment of most 


ers, whether they be in adults 


proper fa 


cilities for housing the 


patients in small congenial groups. It is not too 


difficult to find five or six individuals who enjoy 
ing together, but it is almost impossible to find 
20 to 25 people with like tastes and this congenial 
atmosphere is a most important feature. 

When our June, 1955, survey showed that 73 


ming people aged 18 vears or under had been ad- 


State Hospital during the past 17 


months, the establishment of a Children’s Uni 
seemed desirable. A 25-bed ward in one of the newly 


built structures was selected for this purpose. This 
ward consisted of a large day room, 17 single rooms, 


two four-bed sleeping alcoves with ample toilet, 
Two adjoining rooms 


were converted into a 


hall with two smaller rooms 


serving as librarv and tutoring areas. 


Although such a facility for children is not ideal, 
it is much better than having these young people 
scattered about on various wards where adults who 


“17 
are mentaliv lll are fhe used. 


This unit has been 


used for the boys and its capacity has been stretched, 
on occasion, to accommodate as many as 33 boys. 
Strangely enough, we have always had fewer 


young girls in our care and it was not until the fall 
of 1957, when we were caring for 16 young girls 
ranging from 8 to 16 years, that a girls’ unit was 
established in another ward with the same capacity 
as the boys’. The nine additional beds not imme- 
diately needed for the young ladies are now occu- 
pied by young adults with mildly psychotic dis- 
turbances. Usually their influence is not too dis- 
turbing. It can be seen from this explanation that 
we can now house 50 adolescent or pre-adolescent 
persons satisfactorily. 

The second essential for the successful operation 
of such a unit is enough qualified personnel to carry 


Josep E. Barrett, M.D., Superintendent, Eastern State 
Hospital, Williamsburg, Virginia. 


Approved for publication by Commissioner, Department 
Mental Hygiene and Hospitals. 
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out the activity program prescribed. For this group 
of 50 we need a minimum of two physicians giving 
their full time to the interests of these young people. 
The present size of our medical staff permits us 
to assign one physician and that one must also per- 
form other duties at the hospital. The registered 
nurses in charge and the attendants must be care- 
fully selected as to temperament and understanding 
and, above all, a genuine liking for young 


| 
CODE. 


Those working with young people realize that their 
energies must be guided and utilized through pur- 
poseful activities. To bring this about we employ 
(1) education for stimulus and therapy; (2) occu- 
pation therapy—the arts, drawing, modelling, rug 


weaving, sewing, carpentry, ceramics, etc., to kee 


the mind and the muscles functioning toward pleas- 


urable accomplishment; (3) recreational therapy— 
dancing, badminton, walks and all the indoor and 


out-door games young people enjoy; (4) social ac- 


tivities planned to assist them in getting along with 


The school activities are conducted by one paid 
teacher with two qualified adult volunteers helping 
irregularly on four days of the week, also students 


rom the College of William and Mary. The occu- 


pation therapy is supervised by the occupational 
therapist who serves the adult population in the 
I 


uilding. Recreation is carried by volunteers—phys- 


ical education majors from the College of William 
and Mary plus interested members of the community 
—birdlovers, boxing amateurs, campers, travelers, 
etc. 

The social activities are often community planned 
—parties or picnics given by sororities or fraterni- 
ties, young people from local churches, high school 
groups and adults composed of club members, church 
circles, home demonstration and 4-H young people, 
to name a few sources of cooperation. In addition, 
we have the fortune to have a Gray Lady, widely 
travelled and with many interests, who puts on 
various events which teach the young ladies good 
taste in dressing and in hair-dressing, how to intro- 
duce friends, how to make conversation worthwhile, 
etc. The volunteer is such a friendly, attractive 
woman that the children all admire her. We also 
have a volunteer, a home economics graduate, who 
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takes three or four young girls to her home each been discharged: 12 as not having any mental dis- 
week, helps them to plan meals, cook the items they order; 26 as recovered; 44 as improved; 3 as un- 
decide upon in her well-equipped kitchen, and set a classified; 11 as unimproved and 12 to other insti- 
table attractively. The meal is eaten with pleasure tutions 


) to Lynchburg Training School and Hos- 
to be followed by quick routines for the sanitary pital; one to Western State Hospital; one to Wood- 
washing of dishes. Sometimes they learn the correct row Wilson Rehabilitation Center; and one to a 


way to use a washing machine; special knacks in State Hospital in South Carolina. 14 are on fur- 


ironing difficult pieces, how to protect sh lough, doing well, and will doubtless be discharged 


discoloring, blankets from moths, etc. On anothe from our care when they have been with their fami- 


vear. The remainder are in the hospital 
so they feel comfortable and poised under all nent is no longer needed. 
C ho are experienced in the handling of 
Many fears and inadequacies are discovered motional problems comment unfavor- 
psychotherapy—in gr ups or individual. Group dis- attempt to carry out such a program 
cussions are also used for problem solving and to with facilities and personnel which they consider 
re young people to return to their communities inadequate. May we explain, in all 


1ployment. all we can f 
given above in 


hese experiences pre] 


ides conta 


sO prevents I 


January 1, 


DIAGNOSIS OF ININGS 


‘ Sulfanilamide Derivatives 
The sulfanilamide derivatives react with lignin (wood pulp or cheap grade of 


paper) and concentrated hydrochloric acid to produce an « g In the absence 
of sulfanilamide there is produced a light straw-velloy 
One drop of urine or iece of ground-up sulfanilamide tablet is placed on 
a | lace one drop of concentrated hydrochloric acid 
An intense orange color would indicate the presence of a sulfanilamide derivative. 
As a control, place one drop of hydrochloric acid onto a blank portion of the news- 
paper and only a straw-yellow color should appear. The colors are strikingly different. 


. 
Or these chiuidren 
The surution. When these 
we feel that all ¢ +} joned ¢ by iudges wh 
We Teel that all (ore these young young people are assigned to us by judges who are 
copie to meet changing circumstances and to make In & position to study the previous environments of 
satisfactory adjustments to them. The use of an thelr charges, we can only accept their decisions in 
niarging group of volunteers to augment the paid good taith. This is also our attitude toward be- 
personnel prov tS WIth many l l dfents and wWellare agencies who have 
INCIVIGUaIS ANd Algxations or “crushes used all their community resources before asking our 
on any individuals. issistal in providing diagnosis and residential 
‘ - And what are the results? Since Hs 1953. treatment where this seems to be indicated. We could 
we have admitted 170 patients, 18 vears old or use more personnel to good advantage, but monev 
under, to the hospital. 108 of these patients hav is lacking 
4 
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Pre-Paid Medical Care .... 


Blue Cross Reserves and Building. 

A provision of Blue Cross-Blue Shield’s enabling 
legislation, Section 32-195.7 of the Code of Vir- 
ginia, in part, reads as follows: The [State Corpora- 
tion | Commission 
that will . . . enable the plan to maintain a reserve 
for contingencies equal to an amount between one- 
sixth and three-sixths of the total of rates collected by 
the plan during the preceding year. This section re- 
veals the solicitous determination of the Legislature 


shall authorize rates 


that the Plans shall live on their income, and not on 
their capital. 

These statutory requirements are not merely for 
the benefit of the Plans themselves; they were de- 
signed primarily to protect the benefits contracted 
for by the subscribers and the payments contracted 
for by the hospitals and doctors—to protect them 
permanently, beyond peradventure. 

There are enough long term contingencies involved 
in the operation of Blue Cross-Blue Shield Plans 
to make evident the need of adequate reserve funds. 
The Plans operate normally under high loss ratios 
and with the chance of fluctuations in experience 
due to epidemics and other catastrophies; further, 
there is a constant upward trend both in the inci- 
dence of claims and in the cost of claims. Blue 
Cross payments to Member Hospitals are based on 
the operating costs of those hospitals and therefore 
are directly affected by any change in the overall 
price index as well as by such other factors as hos- 
pital occupancy ratios. 

The extremely liberal underwriting policies of 
Blue Cross-Blue Shield, which are markedly differ- 
ent from those of conventional insurance, require a 
reserve of such size and adequacy as to make secure 
the continuance of such policies. The Plans will not 
cancel a subscriber’s contract because of his age or 
because of his need to utilize prepaid services. It is, 
of course, evident that these policies do not provide 
Blue Cross-Blue Shield with the same underwriting 
safeguards in risk-selection which are provided by 
usual insurance underwriting practices. These lib- 
eral policies, however, are very much in the public 
interest; to maintain and safeguard them the Plans 
must be assured of adequate reserves. 
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These are some of the long-term contingencies, but 
of equal importance is the need for adequate reserves 
to give the Plans a breathing spell between the time 
that development of adverse experience necessitates 
a subscriber rate increase and the time that the 
increase can be made effective and its results actually 
felt. 


The minimum amount of reserve the Richmond 
Blue Cross Plan should maintain throughout 1958, 
according to the formula prescribed by law, is 
$1,400,000. Obviously this amount of money need 
not be in a checking account. Subscribers’ dues pay- 
ments come in to the Plan’s office daily, and when 
these payments are based on rates commensurate 
with the Plan’s liabilities, they make available the 
cash the Plan needs to conduct its day-to-day busi- 
ness. Accordingly, just about all of the Plan’s re- 
serve for contingencies can be invested to produce 
additional income for the benefit of subscribers. 
As a matter of fact, it is proper that a portion, per- 
haps up to one-half of the reserve be invested in a 
long-term asset that might not be readily liqui- 
datable providing, however, that it be an asset upon 
which cash could be advanced to meet an unforeseen 
contingency, should one develop. 

Such was the decision of the Blue Cross Board 
when it was learned that construction of a new 
building would be a truly economical way of pro- 
viding adequate housing for the Plan’s office. Its 
decision in this regard was almost dictated by the 
fact that after transferring previously invested re- 
serve funds from government bonds to land and 
building an increased yield would in effect be real- 
ized, through the saving in annual housing expenses 
which would result. 

A survey of the Richmond Plan’s office during 
1955 disclosed that for optimum efficiency it should 
be moved to a location where at least 30% more space 
would be available. A committee composed of five 
of the business men who serve the Plan as Directors 
was appointed to investigate and to determine the 
most economical way of obtaining the space required. 
This committee learned that if the Plan’s office were 
to put up with various inefficiencies; such as a 
multi-floor operation, absence of parking facilities, 
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and the like, it might be housed (1) by renting space 
in a typical office building, at an annual expense 
of $63,000; (2) by renting an old factory building, 
at an annual expense, after necessary alterations, of 
$53,400; (3) by buying an existing office building 
and fixing up the interior for the Association’s use, 
at an annual expense of $96,000; and (4) by rent- 
ing a new office building constructed to meet the 
Association’s requirements, at an annual expense 
between $60,000 and $73,500 (three es- 
The factory building was subsequently 
determined unsatisfactory because it could provide 
the minimum amount of required space only if the 
under-ground basement were used. 
ting the 


somewhere 


timates). 


Thus, commit- 
Association to a $60,000 annual expense 
appeared to be the least expensive way of providing 
for its office—excepting only investing in a building 
to be constructed and owned by the Association. 
This latter arrangement, adopted by the Board, 
entails transferring $640,000 of the Plan’s 
from bonds to land and building, ! 


reserve 
yut the total annual 
expense of owning and maintaining the Blue Cross 
building will be only $55,000: 


Topay’s HrattH—AMA’s 


azine—is 


popular health mag- 
lifted! In the 
months you'll see many changes in the magazine— 


having its face coming 


a new logo (title line), new cover layout, tint block 
“news” page, broader editorial base, new editorial 
style and a completely new inside format. 
AMA’s Board 
tion plan for the magazine, the following changes 
M. Lis- 


BETTER 


Since the 
Trustees approved a reorganiza- 
in staff have been made: new editor James 


ton, formerly special feature editor of 


Homes & GARDENS; new associate editor—Dennis 
McGraw- 
and William Vath, 


formerly managing editor of National Safety Coun- 


Orphan, previously associate editor of 


Hill’s INpusTRIAL DISTRIBUTION, 


cil’s SAFETY NEWS: 


production coordinator Robert 
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The New Today’s Health 


Foregoing 22% interest from bonds; 


a.) $105,000 transferred to land_---$ 2,625 

b.) $535,000 transferred to building 
(at. -50%) 6,688 
Depreciation, 2% on $535,000 ------- 10,700 
Real Tastee 9,024 
Maintenance and 25,900 
TOME $54,937 


It is the annual expense of housing the Plan’s 
office that must be borne by subscribers, not the cost 
of land or construction. The latter is being met 
by use of previously accumulated reserve funds that 
otherwise would remain invested in bonds. But by 
transferring the investment of those reserve funds 
to real property, the Plan is reducing from $60,000 
or more to $55,000 the total annual housing expense 
subscribers must bear and, while doing so, 
viding for them a continuing asset. 


is pro- 
Any rental ar- 
on the other hand, would constitute a 
continuing liability and, by comparison, 


rangement, 


would re- 
sult in a flagrant waste of subscribers’ money. 


Hendrickson, previously with PopuLAR MECHANICS 
MAGAZINI 

In addition, Topay’s HEALTH now has its own 
advertising review committee—Leo E. Brown, AMA 
public relations director, chairman; Dr. 
AMA; C. Joseph 
and W. 

HEALTH. 


1957 was a good year for Topay’s 


Austin 
Smith, editor of JOURNAL OF THE 
Stetler, director of Law Department, 
Hetherington, executive publisher, Topay’s 
On all counts, 
HEALTH . . . advertising lineage increased more than 
30 per cent over 1956 with dollar volume showing 
1956 advertising was renewed 
at a rate exceeding 90 per cent; 


a 40 per cent gain; 
51 new advertising 
uccounts were established in 1957; circulation con- 
tinued to grow, topping the 400,000 mark for 9 of 
12 issues. 
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The Medical Society of Virginia .... 


The A.M.A.’s Committee on Aging 

I was privileged to represent The Medical Society 
of Virginia at a regional meeting of the American 
Medical Association’s Committee on Aging held in 
Philadelphia December 2, 1957. The report which 
follows will attempt to inform the reader of the 
important new vista which is being opened up in the 
field of gerontology by organized medicine. 

A special committee on Geriatrics was created by 
the House of Delegates of the A. M. A. at its June 
1955 session. Realizing that geriatrics properly 
included the care of the aged only, the June 1956 
session of the House of Delegates recommended and 
approved the change in the name and scope of the 
committee to The Committee on Aging. This gave 
it a broader gerontologic meaning and scope. The 
objectives of this committee were set forth as follows: 

1. To explore problems concerned with the medi- 

cal, biological, psychological, and social aspects 
of aging. 

To collect data concerning energy maintenance, 
fatigue control, and the preservation of specific 
motivation. 

To promote research in these areas. 

To inform the medical profession of the avail- 
ability of information regarding the aging 
process. 

To stimulate medical society interest in the 
problems of aging. 

To impress upon the practicing physician the 
important role he can play by assuming com- 
munity leadership to enrich the lives of older 
citizens. 

Thus it can be seen that American medicine 
should assume an important leadership role not only 
in the purely medical aspects of aging but also in 
informing itself and the public in the psychological, 
social, political and economic aspects of our aging 
population. 

The first organizational meeting of the committee 
was held in Philadelphia, March 19-20, 1956, at 
the New Lankenau Hospital. The members of the 
committee, a subcommittee of the Medical Services 
Committee of the A. M. A., consist of the following: 
H. B. Mulholland, M.D., Chairman, Charlottesville. 
Edward L. Bortz, M.D., Philadelphia, Pa. 

Henry A. Holle, M.D., Austin, Tex. 
Wingate M. Johnson, M.D., Winston-Salem, N. C. 
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Theodore G. Klumpp, M.D., New York, N. Y. 
Frederick C. Swartz, M.D., Lansing, Mich. 

Cecil Wittson, M.D., Omaha, Nebr. 

Subjects discussed at this meeting were, to give a 
few examples, as follows: Retirement Programs, 
Physical Maintenance Programs, State Mental In- 
stitution Studies in other countries, Homes for Older 
People, Research Projects Cooperation with other 
Organizations, Articles for the J.A.M.A. and Re- 
gional Meetings. This latter hoped to develop in- 
terests in state committees and local medical societies 
in the field of gerontology. 

The second regional meeting was held in Seattle 
November 27-28, 1956, where further discussion of 
the vast need in this field of aging was held and 
some very interesting ways of filling this need were 
pointed out. 

The third regional meeting was held in Dallas, 
Texas, April 27, 1957. Here further discussion was 
held with the Texas Medical Association and the 
Texas Geriatric Society with special emphasis on 
activities in that region. 

Our meeting in Philadelphia was the fourth re- 
gional meeting and the participants included repre- 
sentatives from Connecticut, Delaware, Maryland, 
Massachusetts, New Jersey, New York, Pennsyl- 
vania, Rhode Island, Virginia, West Virginia and 
the District of Columbia, as well as the Federal Gov- 
ernment. Dr. Wittson of Omaha, Nebraska, presided 
in the absence of Dr. Mulholland, chairman. 

Dr. Edward L. Bortz commented on the back- 
ground of the committee. He stated that last year 
a million people in the United States died of cir- 
culatory disease, 236,000 of neoplasms, and there 
were large numbers of our population afflicted by 
mental disorders and arthritis. Dr. L. Burney of 
the United States Public Health Service is taking 
as a special theme the problem of the aged in his 
department. As usual the Greeks have a word for 
it when they said, “The art of living consists of 
dying young but in delaying the process as long 
as possible.” 

Mr. George Cooley, acting Secretary of the 
A. M. A.’s Council on Medical Service, stated that 
the Committee on Aging is now entering the stage 
of maturation as spontaneous enthusiasm has arisen 
in widely scattered areas of the country. The suc- 
cess of Pediatrics has been due to its over-all ap- 
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proach to the problems of the growing child, includ- 
ing his environment, his food, his play and his 
immunization to the most noxious elements of his 
living. For geriatrics to succeed, a similar pattern 
is indicated in the total care of older people. 

Mr. Cooley suggested a format for the establish- 
ment of a committee on aging at the state level. He 
suggested the following activities which this com- 
mittee might develop. 

1. Review of the activities of other organizations 


in the area having to do with aging, the aged, 
and the chronic diseases. 


~ 


2. Establish liaison with such organizations and 
offer to advise them on the medical aspects of 
their programs. 

5. Inventory of the medical and related facilities 
and services available for the chronically ill. 

4. Cooperate with other organizations in improv- 
ing health care services and facilities, 

5. Initiation of cooperation with other organiza- 
tions in developing a central agency for in- 
formation on physicians and services available 
to the chronically ill or aged. 

6. Study of the various mechanisms which aid 
in financing the medical and related services 
required by the aged and chronically ill. 

7. Seek to arouse-the interest of both physicians 
and the public in the problems confronted by 
the aged and chronically ill. 

8. Develop a speakers’ bureau designed to pro- 

vide information both to the medica] profes- 

sion and the public. 


Dr. Bortz felt that no special geriatrics clinics 
be established in medical schools but that the med- 
ical clinic was the place to teach Geriatrics with 
special emphasis on growth and development, matu- 
ration and senescence. 

Dr. Halsey Hunt, 
Aging Research of the N 


Director of the Center for 
‘ational Institutes of Health, 
indicated that his department was interested in 
everything from cellular physiology to sociological 
aspects of aging. He condemned the use of what he 
termed verbal deodorants, such euphemisms as Senior 
Citizens, Golden Ages, Super 60’s, when in effect we 
were trying to say older people. Others rose to the 
defense of these names as useful labels for attracting 
attention. 

Dr. S. D. Pomrinse, Chief of the Health of the 
Aged, United States Public Health Service, stated 
that at present 11,000,000 of the 14,000,000 persons 
65 years of age and older are covered by Old Age 
and Survivors Insurance under the Social Security 


Vou. 85, 


Marcy, 1958 


program. 


8,500,000 are paid by “right” and 
000 by “need” under disability and vendor payment 


2,500,- 
system. The average individual receives $64 per 
month, the average couple $106, with the maximum 
couple payment of $183 per month. A longitudinal 
study of 3,000 recipients is now under study to 
ascertain their housing, food, clothing, medical and 
other needs. 

A National Conference of Nursing Home Opera- 
tors is scheduled for February 1958 at which time a 
standard record system will be proposed, a manual 
for aids in nursing homes is to be assembled. and 
staffing practice will be studied. This may be a 
bit ominous as a government step to regulate nursing 


ng 


homes, which properly should be a local function 

There is now in Washington a Federal Council 
on Aging made up of all government departments 
having any interest in aging. It includes representa- 
tives from the Department of Health. Welfare and 
Education, Labor Housing Agencies, Agriculture, 
Commerce, Interior and Civil Service to mention a 
few. This council is supposed to take the place of 
and offset the possibility of another federal bureau. 

Dr. Frederick C. Swartz, of the A. M. A. Com- 
Aging, spoke the value of periodic 
health examinations and suggested that each physi- 
cian keep a file card to remind his patients of these 
annually. 


mittee on 


Dr. Henry H. Holle of Austin, Texas. and a mem- 
ber of the A. M. A. Commitee on Aging. spoke on 
selection of medical facilities for the aging. He 
stated that the average cost for private medical care 
for the general population was $65 annually while 
it was $102 
Whereas 60% 


tected by 


for those 65 years of age and over. 

of the general population was pro- 
hospital insurance, only 30% to 35% of 
those 65 and over were thus protected. Home is still 
the best place for the care of the aged and he ad- 
vocated the 


patient 


expansion of home care programs. The 
physician relationship is all the more im- 
ortant in caring for the aging. 

In discussing the problem of retirement for the 
retiree, Dr. Theodore Klumpp of New York and 
the committee stated that until medicine sets its own 
house in order about abolis hing compulsory retire- 
ment it had little right to criticize indus stry. Hos- 
pitalization and health insurance must be extended 
in some way beyond the retirement age of 65. He 
advocated preparation for retirement to begin at 
least five years before the date. 

Dr. Howard Rusk of New York in his address on 
“Dynamic Geriatrics” stated that we now have the 


153 


| 


tools to decide the capabilities of people at any age 


and this should be applied in retirement decisions. 
One-third of people age 65 have no income at all and 
two-thirds less than $800 annually. He expressed 
his opposition to compulsory retirement. He em- 
phasized the importance of community centers for 
the aged, citing that in one center of over 800 mem- 
bers’ visits to the hospital and clinics notably de- 
creased. In a study of 95 patients hospitalized for 
a period two and a half years only seven were found 
who actually needed hospital care. A chronic disease 
facility could have given them adequate care at 
about three-fifths the cost. New York City has 10,300 
general indigent hospital beds costing $25 daily 
for their maintenance. Twenty-eight hundred of 
these were occupied by chronically disabled and these 
have now been segregated into Homestead wards at 
a cost of only $8 a day. Supervisory care is all that 
they actually required. 


The National Advertising Council in cooperation 
with the A. M. A.’s Committee on Aging is prepar- 
ing to inform the country through its various media 
of television, radio and magazines on the problem 
of our aging population. 

Dr. Cecil Wittson of Omaha, Nebraska, spoke on 
Mental Health from the Viewpoint of the Psychia- 
trist and Dr. Wingate Johnson of Winston-Salem 
from the Viewpoint of the Internist. 

This one day meeting was a splendid demonstra- 
tion of the American Medical Association in action. 
It gave us who attended a feeling that its leaders 
were aware of our grass roots problems and were 
sincerely interested in helping us to solve them 
locally and in channelling our resources into a 
national pattern. 


Joun P. Lyncu, M.D. 


Facts About Snoring 


Something can be done about snoring. Snoring is 
a “widespread complaint that afflicts only those who 
are not the patients” and only because they are 
“so unfortunate as to have good hearing,” according 
to Dr. Noah D. Fabricant of Chicago. In fact, there 
are probably at least 21 million such afflicted people 
in the country, if it is assumed that the 21 million 
Americans who snore each disturbs the sleep of one 
other person. 

Writing in January Today’s Health, the American 
Medical Association’s popular health magazine, Dr. 
Fabricant said snoring is generated while breathing 
in or out during sleep by several structures in the 
nose and throat. The sounds are due to vibrations 
in the soft palate and other structures of the throat 
in response to inflowing and outflowing air. Vibra- 
tion occurs when the soft tissues of the mouth and 
throat come close to the lining of the throat. 

Some of the ways in which it can be lessened 
and even cured are: removal of tonsils and adenoids, 


especially in children who snore; surgical correction 
of deformities which block the nose; treatment of 
allergy or infection which blocks the nose, and re- 
moval of polyps, benign jelly-like masses hanging 
in the back of the nose. 


Many snorers do so only when lying on their 
backs. Such a sleeper should be made to change the 
position of his head to prevent his tongue from fall- 
ing back. One way of doing this is to make it 
uncomfortable for him to lie on his back—usually 
by sleeping with a small pillow under the nape of 
the neck. 


It is possible “to draw two sound conclusions 
about snoring. The first is that snoring is repres- 
sible, even curable, when a definite cause-and-effect 
relationship is discovered. Something can be done 
about it. The other conclusion is that the agonized 
listener, helplessly adrift on a sea of snores, can 
always wear ear plugs when everything else fails.” 
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Cwrnrent Currents 


A FORUM ON CURRENT PROBLEMS in medical economics will be presented 
in Washington at the Hotel Statler on Thursday, March 27. The forum is sponsored 
by:six area societies making up the Washington, D. C. Medical Council in cooperation 
with the William S. Merrell Company. 


According to Dr. Haskins Ferrell, Alexandria, the program will cover three basic sub- 
jects vitally affecting medical practice; the doctor and his office, the doctor and the law 
and the doctor and his life planning. Physicians from the District of Columbia, Mary- 
land, Delaware, Virginia, West Virginia and Pennsylvania are expected to comprise an 
audience of over 1,000. 


Physicians attending the forum will have the privilege of calling on any speaker for 
personal advice and assistance. 


JENKINS-KEOGH LEGISLATION has been referred to as a possible solution to the 
problem of physician maldistribution. This prospect was recently called to the attention 
of the House Ways and Means Committee by Dr. F. J. L. Blasingame, General Manager 
of AMA. Dr. Blasingame wrote: = 


“Unless something is done to make self-employment as financially attractive as the 
employee relationship, we believe there is a grave danger that many professional men 
will by-pass the private practice of their profession. The trend today is definitely to- 
ward becoming an employed person. This situation also contributes to a maldistribu- 
tion of physicians, since it makes the large city more attractive to the young profes- 
sional by providing more opportunities for him to become employed. 


“On the basis of our observations over many years, we are convinced that this is one 
of the factors contributing to the pronounced migration of professional people into 
urban areas. So, quite apart from the objectives of obtaining tax equality with our 
employed counterparts, we urge you to approve legislation of this type because it -is in 
the public interest.” 


VIRGINIA PHYSICIANS ARE INVITED to attend the annual meeting and sci- 
entific session of the Virginia Trudeau Society to be held at the Hotel Roanoke on 
March 18. An outstanding program has been arranged and will feature such well 
known guest speakers as Dr. Floyd Feldman, Medical Director of the National Tubercu- 
losis Association, Dr. M. L. White, Jr., Huntington, West Virginia, Dr. Michael Furco- 
low, Kansas City, and Dr. Oscar Auerbach, East Orange, New Jersey. 


Among the papers to be presented will be “Some Aspects of Spontaneous Pneumothor- 
ax”, “Histoplasmosis”, and “Bronchogenic Carcinoma as it Relates to Smokers”. 


1958 ANNUAL MEETING—OCTOBER 12-15 
HOTEL JEFFERSON, RICHMOND 
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THE HEAD OF THE SOCIAL SECURITY ADMINISTRATION recently called at- 
tention to the fact that social security, contrary to popular concept, is a tax rather than 
an insurance program in the usual sense. This was pointed out during a recent meeting 
sponsored by the Social Legislation Information Service. 


A number of other interesting disclosures were made during the meeting: (1) approxi- 
mately 11 million persons are now receiving monthly social security benefits, and 65 per 
cent of all over 65 are now drawing old age and survivors benefits or will be able to 
draw them when their earnings decrease. By 1980, the proportion of the aged population 
eligible for benefits will be 85 per cent, and by the year 2,000, 94 per cent. (2) The dis- 
ability trust fund, from which come payments to those disabled persons of 50 years and 
over, had a year-end balance of $640 million. (3) Social Security Administration un- 
derestimated both the number of women who would retire at age 62 and self-employed 
farm operators who would come under the program as a result of the 1956 amend- 
ments. This caused expenditures to move ahead of receipts earlier than anticipated. 


THE AMERICAN MEDICAL EDUCATION FOUNDATION has just ended an- 
other record year, with contributions totaling $984,885. This figure appears some- 
what smaller than the 1956 total because the AMA grant of $100,000 was not supple- 
mented with an additional $125,000 as in the previous years. Actually, there was a 13 


per cent increase in voluntary contributions and an increase of 4,263 in the number of 
contributors. 


Grants to the country’s medical schools will soon be made. Last year, Virginia’s two 
medical schools received grants from the Foundation and the National Fund for Medi- 
cal Education totaling $97,510.50. All physicians are urged to contribute as generously 
as possible. 


THE VETERANS ADMINISTRATION plans, within the next few months, to 
request bids on 9 hospital construction projects estimated to cost between $16.9 mil- 
lion and $23 million. Hospitals on the list for improvement for additions are those 


at Syracuse; Newington, Connecticut; Bronx; Ann Arbor; Bedford, Massachusetts; 
Chillicothe, Ohio, and Roanoke. 


PUBLIC HEALTH SERVICE is stressing the following three points in its campaign 
to obtain more commissioned corps physicians: (1) doctors with military obligations 
can meet them by serving two years with PHS, (2) PHS Officers receive the same pay, 
allowances and benefits as military service officers, and (3) most PHS assignments are 
in clinical medicine, with a limited number of openings in research, preventive medi- 
cine and public health. The PHS medical personnel problem has been caused in part 


by the ending of the special doctor draft and an easing in military requirements for 
physicians. 


THE POPULATION OF THE UNITED STATES has practically doubled since 1900, 
but the number of persons 65 years and older has more than quadrupled. It is pre- 
dicted that, by 1975, one in ten of our total population will be in the upper age bracket. 
It is also predicted that there will be 138 older women for every 100 older men. 
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Miscellaneous .... 


Principles of Medical Ethics. 


This is the second of the series of “Principles 


of Medical Ethics”, the first appearing in the Feb- 
ruary issue. Each section will be reviewed, accom- 
panied by a detailed explanation from the Judicial 
Council of the American Medical Association. 
SECTION 1 

The principal objective of the medical profession 
is to render service to humanity with full respect 
for the dignity of man. Physicians should merit the 
confidence of patients entrusted to their care, ren- 


dering to each a full measure of service and devotion. 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN SECTION 1 

The Judicial Council is of the opinion that Sec- 
tion 1 of the Principles of Medical Ethics, 1957, 
embraces the spirit and intent of several sections 
of the 1955 edition of the Principles including: 
Chapter VII, Section 4+ (Free Choice of Physician) ; 
Chapter I, Section 1 (Character of the Physician) ; 
Chapter IV, Section 1 (Dependence of Physicians 
m Each Other); Chapter IV, Section 2 (Compen- 
sation for Expenses ) ; Chapter VI, Section 1 (Mis- 
understandings to be Avoided); Chapter VI, Sec- 
tion 2 (Social Calls on Patient of Another Physi- 
cian); Chapter VI, Section 3 (Services to Patients 
of Another Physician); and Chapter VI, Section 4 
(Criticism to be Avoided). These sections are re- 


produced as guides in the interpretation of Section 1. 


CHapTerR VII, Section 4+ (Free or Puy- 
SICIANS) 1955 EDITION OF THE PRINCIPLES OF MED- 
IcAL ETHIcs: 

Free choice of physician is defined as that de- 
gree of freedom in choosing a physician which 
can be exercised under usual conditions of em- 
plovment between patients and physicians. The 
interjection of a third party who has a valid in- 
terest, or who intervenes between the physician 
and the patient does not per se cause a contract 
to be unethical. A third party has a valid inter- 
est when, by law or volition, the third party as- 
sumes legal responsibility and provides for the 
cost of medical care and indemnity for occupa- 
tional disability. 


CHAPTER I, SECTION 1 (CHARACTER OF THE PHY- 
SICIAN) 1955 EDITION OF THE PRINCIPLES OF MED- 
IcAL ETHICcs: 
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The prime object of the medical profession is 


to render service to humanity; reward or finan- 
cial gain is a subordinate consideration. Who- 
ever chooses this profession assumes the obliga- 
tion to conduct himself in accord with its ideals. 
A physician should be “‘an upright man, instructed 
in the art of healing.”” He must keep himself pure 
in character and be diligent and conscientious in 
caring for the sick. As was said by Hippocrates, 
‘He should also be modest, sober, patient, prompt 
to do his whole duty without anxiety; pious 
without going so far as superstition, conducting 
himself with propriety in his profession and in 
all the actions of his life”. 

CHAPTER IV, SecTION 1 (DEPENDENCE OF PHy- 

SICIANS ON EACH OTHER) 1955 EDITION OF THE 

PRINCIPLES OF MEpICAL ETHICs: 

As a general rule, a physician should not at- 
tempt to treat members of his family or himself. 
Consequently, a physician should cheerfully and 
without recompense give his professional services 
to physicians or their dependents if they are in 
his vicinity. 

CHAPTER IV, SecTION 2 (COMPENSATION FOR Ex- 
PENSES) 1955 EDITION OF THE PRINCIPLES OF MED- 
IcAL Eruics: 

When a physician from a distance is called to 
advise another physician about his own illness or 
about that of one of his family dependents, and 
the physician to whom the service is rendered is 
in easy financial circumstances, a compensation 
that will at least meet the traveling expenses of the 
visiting physician should be proffered him. When 
such a service requires an absence from the ac- 
customed field of professional work of the visitor 
that might reasonably be expected to entail a 
pecuniary loss, such loss may, in part at least, 
be provided for in the compensation offered. 


CHAPTER VI, SecTION 1 (MISUNDERSTANDINGS TO 
BE AVOIDED) 1955 EDITION OF THE PRINCIPLES OF 
Mepicat Eruics: 

A physician, in his relationship with a patient 
who is under the care of another physician, should 
not give hints relative to the nature and treatment 
of the patient’s disorder; nor should a physician 
do anything to diminish the trust reposed by the 
patient in his own physician. In embarrassing 

situations, or whenever there seems to be a possi- 
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bility of misunderstanding with a colleague, a 
physician should seek a personal interview with 
his fellow. 
CuHaptTer VI, Section 2 (Socrat CALts ON PATIENT 
oF ANOTHER PHYSICIAN) 1955 EDITION OF THE 
PRINCIPLES OF MepicaL Eruics: 

When a physician makes social calls on another 
physician’s patient he should avoid conversation 
about the patient’s illness. 

CHaPTeER VI, SECTION 3 (SERVICES TO PATIENT OF 
ANOTHER PHYSICIAN) 1955 EDITION OF THE PRIN- 
CIPLEs OF MepicaL ETHICs: 

A physician should not take charge of, or pre- 
scribe for another physician’s patient during any 
given illness (except in an emergency) until the 
other physician has relinquished the case or has 
been formally dismissed. 


VI, Section 4 (CRITICISM TO BE AvoID- 
ED) 1955 EDITION OF THE PRINCIPLES OF MEDICAL 
ErHIcs: 

When a physician does succeed another phy- 
sician in charge of a case he should not disparage, 
by comment or insinuation, the one who preceded 
him. Such comment or insinuation tends to lower 
the confidence of the patient in the medical pro- 
fession and so reacts against the patient, the pro- 
fession and the critic. 


OPINIONS AND REPORTS OF THE 
JUDICIAL COUNCIL 

The following are excerpts from Reports and 
Opinions of the Judicial Council which are appli- 
cable in interpreting Section 1. 
RENTAL OF RADIUM 

The advisability of the use of such a powerful 
agency as radium by those not trained in its use 
and ethics involved in prescribing and directing 
its use by a person who has not examined or seen 
the person on whom it is to be used has come before 
the Council. As a result of a rather extensive cor- 
respondence both with those favoring its use as de- 
cribed and those opposed, the Judicial Council is of 
the opinion that the prescribing and directing of its 
use in the case of a patient whom the prescriber 
has not examined or seen is an unethical medical 
procedure. (1938 Report) 


HEALTH AND MEDICAL INSURANCE BENEFITS 

(a) If a physician or his dependents have in- 
surance providing benefits for medical or surgical 
care, a physician who renders such service may ac- 
cept the insurance benefits without violating the 
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provisions of the Principles of Medical Ethics. (1951 
Report) 

(b) The 1955 edition of the Principles state 
(Chapter IV, Section 1) that a physician should 
cheerfully and without recompense give his pro- 
fessional services to physicians or their dependents. 
The Principles recognized, however, that such serv- 
ices may take the attending physician away from 
his accustomed field of practice and cause him 
pecuniary loss. They provided, therefore, that if 
the physician who received medical care is in easy 
financial circumstances he may offer compensation 
to the physician who attended him for traveling 
expenses, which compensation may include an 
amount to provide in part for loss of time away from 
accustomed practice. The Judicial Council in its 
report to the House of Delegates at its Los Angeles, 
1951, session stated, “If a physician or his depend- 
ents have insurance providing for medical or sur- 
gical care, then, in the opinion of the Council, a 
physician who renders such service may accept the 
insurance benefits without violating the provisions 
of Chapter IV, Sections 1 and 2 of the Principles.” 
The Council reaffirms the traditional practice of 
physicians caring for the medical needs of colleagues 
and their dependents without charge, providing, how- 
ever, that insurance benefits may ethically be ten- 
dered the treating physician to recompense him for 
loss of time away from his accustomed practice. 
(JAMA, October 15, 1955) 


FREE CHOICE OF PHYSICIAN 

(a) The Judicial Council calls attention to the 
third point of the Ten Principles adopted in Cleve- 
land in 1934 which defines “free choice of physi- 
cian’, This the Council interprets to mean not only 
the patient’s right to choose any physician desired 
but also, conversely, the physician’s right to accept 
or reject any patient requesting his services under 
the plan. It also expressly requires that any quali- 
fied, licensed physician residing in the area in which 
the plan operates be allowed to participate. Thus 
we see that to be a participating doctor in a volun- 
tary plan it is not necessary for one to be a mem- 
ber of the American Medical Association. It is, 
however, necessary for him to accept and obey the 
terms of the contract offered by the plan, and on 
violation of the terms he may be dropped from the 
rolls, if the violation seems sufficiently grave for 
such action. It is needless for us to remind members 
that any violation of this provision would indeed 
deprive the public of the choice of a great many 
physicians. As the voluntary plans are intended 
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to cover and supply medical care of a high quality 
for the whole country, with no feature of a com- 
pulsory system, it is necessary that the principle be 
strictly observed. However, it is tacitly understood 
that any contract between an approved voluntary 
medical plan and a doctor includes an understanding 
that the ethics of the American Medical Association 
will not be violated. These basic points also require 
that the medical profession determine the adequacy 
and character of the hospitals. All hospitals ap- 
proved by the local physicians and willing to accept 
the terms of the plan should be allowed to partici- 
pate. In order that a high standard of medical serv- 
ice be maintained, hospitals may limit somewhat 
the number of physicians who deliver medical service 
in their institutions and even assign a physician to 
certain definite fields in accordance with his train- 
ing and experience. The widest possible use of hos- 
pitals approved by the local profession should be 
encouraged in order not to limit the number of doc- 
tors made available for the plan. Under no circum- 
stances shall doctors working under this plan be 
forced to send patients to a particular hospital unless 
it is the only one approved in that area. (1947 
Re port) 

(b) The phrase “free choice” of physician is more 
and more frequently used and there is a general 
understanding of what the phrase means. Actually 
no person can have an absolutely free choice for 
many reasons, and if his freedom of choice is not 
absolute then it is not free but limited. Chapter IT, 
Section 3 of the Principles [1955 edition] states: 
“A physician is free to choose whom he will serve.” 
Therefore the physician whom the patient chooses 
may decline to serve when he is chosen, or the chosen 
physician may be unavailable for many reasons. 


(1937 Report) 


Patients for Study at Clinical Center. 

The attention of physicians who may be inter- 
ested in referring patients for study at the Clinical 
Center, National Institutes of Health, Bethesda, 
Maryland, is called to the following announcement: 

Because of intensified research effort in these 
areas, diagnoses of particular interest to the Clinical 
Center at the present time include: Reiter's syn- 
drome, idiopathic thrombocytopenic purpura, drug 
purpura, hemophilia, and children with malignant 
neoplasms, particularly leukemia. 

Patients are considered for admission to the Clin- 
ical Center for study and treatment only when re- 
ferred by their own physicians as having a diagnosis 
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required on one or more clinical research projects 
being conducted by the National Institutes of Health. 
Referrals should be by letter which incorporates an 
adequate summary; however, preliminary inquiries 
by telephone may be made. Such communications 
should be addressed to the Director of the Clinical 
Center for registration and circulation among ap- 
propriate clinical groups. There is no charge to 
the patient for medical, surgical, or other hospital 
services rendered as a necessary part of his par- 
ticipation in the research program. Upon discharge 
of the patient back to his care, the referring phy- 
sician receives a full report on findings together 
with recommendations when indicated. 

As stated above, there is particular interest at the 
present time in referrals of patients deemed suitable 
for the following studies: 


1. Reiter's Syndrome: 

The National Institute of Arthritis and Meta- 

bolic Diseases is expanding its study of Reiter’s 

syndrome. This syndrome is an acute or 
chronic recurring polyarthritis following a 
non-specific urethritis, and is frequently asso- 
ciated with conjunctivitis. Study patients with 
this disease are especially needed during the 
first two weeks from onset. Microbiological, 
immunological, clinical and therapeutic studies 
will require an average hospitalization of 4 
weeks. 


Do 


Idiopathic Thrombocytopenic Purpura: 
Drug Purpura: 

A hematology group in the National Institute 
of Arthritis and Metabolic Diseases is study- 
ing the diseases idiopathic thrombocytopenic 
purpura (ITP) and drug purpura due to 
quinidine or quinine sensitivity. It is hoped 
that the possible allergic nature of ITP may 
be more clearly demonstrated by comparing the 
clinical and experimental laboratory results 
in the two diseases. The ITP cases of special 
interest include any early case prior to steroid 
therapy or splenectomy, or any case showing 
no response to these forms of therapy. Patients 
with a history of quinidine or quinine drug 
purpura, or suspected drug purpura, would be 
as suitable as those having acute manifesta- 
tion of this disease. 


ww 


Hemophilia: 


The hematology group is also interested in 
patients with abnormalities in blood coagula- 
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tion, particularly those with obscure or any 
type of known hemophilia. 
research 


Because of the 
in evaluating newer 
forms of therapy in these diseases, adult pa- 
tients are preferable to infants or young chil- 
dren. 


requirements 


4. Leukemia 
Children: 


and Other Forms of Cancer in 


The National Cancer Institute is enlarging 
its studies of cancer in children, particularly 
leukemia and allied disorders. The purposes of 
the leukemia study are: Improvement in chemo- 
therapy; the trial of new and more active anti- 
leukemic agents; improved methods in study- 
ing and managing infections, bleeding, and 


There is no special diet for the treatment of 
arthritis, according to the American Medical Asso- 
ciation’s Council on Foods and Nutrition. In a spe- 
cial report prepared for the council, Dr. William D. 
Robinson, Ann Arbor, Mich., said joint diseases are 
“essentially diseases of the supporting structure of 
the body, the connective tissue.” It is “extremely 
unlikely that the functioning of this tissue can be 
directly affected by dietary manipulation.” However, 
patients with diseases of the joints do need to pay 
attention to their diet, because of its effect on their 
general state of health. 

Many diets and specific vitamins and minerals 
have been suggested for the treatment of arthritis, 
but research has failed to show any relationship be- 
tween nutrition and the cause of most rheumatic 
diseases. 

Gout is the only fairly common form of joint 
disease in which diet and the use of food by the 
body have been shown to affect the disease. Food 
allergy, high fat diets, and periods of fasting all 
precipitate gout attacks; therefore, patients need to 
watch their diets carefully. 


Occasionally special diets are needed by persons 


Nutrition in Arthritic Process 


other complications; and basic studies of the 
nature of the leukemic process. 
Infants and children under 15 with other 
forms of cancer are studied from several view- 
points, including etiological factors, new or 
improved therapies, and metabolic or endocrine 
aspects. 

More than 100 separate clinical studies are being 
conducted at the 500-bed Bethesda research hospital 
by the seven research institutes forming the National 
Institutes of Health, research branch of the Public 
Health Service, U. S. Department of Health, Educa- 
tion, and Welfare. These studies are listed and 


described briefly in a pamphlet which interested 
physicians may obtain by writing to the Clinical 
Center. 


with arthritis, even though they will have no effect 
on the disease itself. For instance, overweight pa- 
tients often need to lose weight to reduce the load 
on the affected weight-bearing joints. Diets high 
in calories, proteins, vitamins, and minerals are 
sometimes necessary for patients who have lost 
weight and muscle tissue, a situation frequently en- 
countered’ in rheumatoid arthritis. 

Many forms of rheumatic disease are self-limiting, 
with a tendency to subside spontaneously after a 
varying length of time. Confusion of such condi- 
tions as bursitis or psychogenic rheumatism with 
various types of arthritis undoubtedly has been re- 
sponsible for the claims of value for various diets 
and vitamins as treatments for arthritis. 

Dietary treatment for the arthritic patient may 
be an important aspect of the total program of effec- 
tive treatment, but such treatment “must be adapted 
to the general condition of the individual patient as 
well as to the type of rheumatic disease present.” 

Dr. Robinson is in the department of internal 
medicine and the Rackham Arthritis Research Unit 
of the University of Michigan. His report appeared 
in the January 18 Journal of the A.M.A. 
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Woman’ Auxiliary.... 


President_ 
President-Elect_ 
Vice-Presidents__ 


Mrs. JOHN R. St. GeorGe, Portsmouth 
_._Mrs. CHartes A. Eastey, Danville 
_..Mrs. Girarp THompson, Chatham 
Mrs. GeorGE Brooks, Richmond 
Mrs. RopertT Detwicer, Arlington 
Recording Secretary __Mrs. JAMEs GRINELS, Richmond 
Corresponding Secretary__Mrs. Howarp Krucer, Norfolk 
Treasurer____Mrs. WyNDHAM B. BLANTON, JR., Richmond 
Publication Chairman______Mrs. PAut Pearson, Warsaw 


Hopewell. 


This Auxiliary was organized on October 16th 
and the following officers were elected: President, 
Mrs. Clyde H. Dougherty; vice-president and presi- 
dent-elect, Mrs. John G. Easterling; and secretary- 
treasurer, Mrs. Norman F. Wyatt. Mrs. Lee S. 
Liggan and Mrs. J. R. St. George represented the 
State Auxiliary at the organizational meeting. 

The January meeting was a supper party for the 
Hopewell Medical Society and was held in the home 
of Dr. and Mrs. W. H. Stout. 


Danville-Pittsylvania. 

Taking note of the current shortage of nurses, this 
Auxiliary is planning a nurse-recruitment program 
in the city and county high schools before April. 
Representatives will give talks and show movies 
in the various schools in an effort to interest students 
in the nursing schools throughout the State. Mrs. 
Girard V. Thompson, Chatham, will direct these 
activities. The Auxiliary will continue to maintain 
its Nurses Scholarship Fund which is being used 
by student nurses at Memorial Hospital School of 
Nursing. A Food Sale was held on January 31st for 
the Fund. 

At the meeting held on January 16th, with the 
president, Mrs. Henry R. Bourne, presiding, Lt. 
Bert Sheely of the Danville Police Department was 
guest speaker. He is superintendent of traffic con- 
trol and stated that his work deals with three phases 
—education, engineering and enforcement. In giv- 
ing statistics of accidents in Danville and their 
causes, he stated that the greatest percentage is due 
to human failure rather than mechanical failure, 
most of them being caused by not yielding the right 
of way. A question and answer period followed. 

RutH R. Sacer (Mrs. L.) 
Chairman, Publicity Committee 
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Northern Neck. 

This Auxiliary met on January 28th at Lowery’s 
Grill, Warsaw. After lunch, they reconvened in 
the home of Mrs. Paul Pearson. Mrs. E. T. Ames, 
president, presided, and reports of chairmen were 
given and topics of business and interest were dis- 
cussed. 

The meeting will be held in May at which time, 
Mrs. John R. St. George and Mrs. Charles Easley 
will be guests. 

Vircinta DrEwry McG. PEARSON 
(Mrs. Pavut C.) 
Publicity Chairman 


Tazewell. 


A luncheon meeting of the Auxiliary was held 
in January at the home of Mrs. Rufus Brittain, 
Tazewell. 

It was decided to award a fifty dollar scholarship 
this spring to the high school student graduating in 
Tazewell County with the highest grades among 
those who are going to enter the profession of nurs- 
ing. Plans were made to celebrate Doctor’s Day by 
entertaining the doctors at a dinner meeting in 
September. The Auxiliary donated five dollars to 
the March of Dimes. 

ETHEL P. BALtarp (Mrs. H. H.) 
Chairman, Press and Publicity 


Northampton Accomac. 

The first meeting of the year was held on January 
14th at the home of Mrs. W. L. Cosby, Painter. The 
president, Mrs. R. K. Brown, presided. Mrs. H. L. 
Denoon, Mrs. S. K. Ames, and Mrs. S. S. Kellam 
were re-appointed as a committee for the needs of 
the Grace Wilkins Holland Room at the Hospital, 
and Drs. W. T. Green, Jr., and J. Fred Edmonds 
as Advisory Council. 

Plans for Doctor’s Day were made. This will be 
held at the home of Dr. and Mrs. John R. Hamilton 
on April 12th. The committee is Mrs. Milton Kel- 
lam, Mrs. W. C. Henderson and Mrs. R. K. Brown. 

The Spring meeting will be held at the home of 
Mrs. C. E. Critcher, New Church. 

CATHERINE R. TROWER 
Chairman, Press and Publicity 


7 
. s 
c 
159 


Book Announcements .... 


Books received for review are promptly acknowl- 
edged in this column. In most cases, reviews will be 
published shortly after the acknowledgement of re- 
ceipt. However, we assume no obligation in return 
for the courtesy of those sending us same. 

Hospital Accreditation References. American Hospital 


Association, Chicago, Illinois. 1957-136 pages. Price 
$3.25. 

Healthful School Living. A Report of the Joint Com- 
mittee on Health Problems in Education of the 
National Education Association and the American 
Medical Association with the cooperation of con- 
tributors and consultants. Editor, Charles C. Wil- 
son, M.D., Professor of Education and Public 
Health, Yale University. ix-323 pages. Illustrated. 
Cloth. Price $5.00. 


That Degenerate Spirochete. By OSCAR DANIEL 
MEYER, M.D. Vantage Press, Inc., New York. 1957. 
320 pages. Cloth. Price $5.00. 


Cortisone Therapy. Mainly Applied to the Rheumatic 
Diseases. By J. H. GLYN, M.A. (Cantab.), M.D., 
M.R.C.P., D.Phys. Med., Consultant in Physical 
Medicine to the Prince of Wales and Tottenham 
Group of Hospitals. Philosophical Library, Inc., 
New York. 1957. x-162 pages. Cloth. Price $10.00. 


The Neuroses and Their Treatment. Edited by ED 
WARD PODOLSKY, M.D., F.A.P.A., F.A.P.M., De- 
partment of Psychiatry, Kings County Hospital, 
Brooklyn, N. Y. Philosophical Library, New York. 
1957. xiv-555 pages. Cloth. Price $10.00. 


Physical Methods in Physiology. By W. T. CATTON, 
M.Sc., Physiology Department, King’s College, New- 
castle-upon-Tyne. Philosophical Library, New York. 
1957. xi-375 pages. Cloth. Price $10.00. 


Practical Use of the Office Laboratory and X-Ray. 
Including the Electrocardiograph. By PAUL WIL- 
LIAMSON, M.D. The C. V. Mosby Company, St. 
Louis. 1957. 323 pages. Illustrated. Cloth. Price 


$10.75. 

This is a primer of clinical pathology, electro- 
cardiography and roentgen diagnosis written by a 
general practitioner who, refreshingly enough, recog- 
nizes the limitations of most of our diagnostic tools. 

This author discusses the fundamental physiology 
and pathologic variations of tests available to the 
general practitioner in an office equipped with noth- 
ing more elaborate than an inexpensive photocolori- 
meter, ECG and basic radiographic equipment. The 
variety of determinations that can be done is sur- 
prising; however, the frequency with which this 
book is used will probably vary directly with dis- 
tance from a professional clinical laboratory. 

The brevity of the book and wide variety of mate- 
rial covered frequently necessitate oversimplification, 
which might be annoying to some. 

Techniques for examinations of blood, urine and 
body fluids are adequately described and illustrated 
and most might be readily carried out by an office 
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assistant lacking formal laboratory training. Office 
mycology, bacteriology and parasitology are briefly 
considered and the more common ECG abnormalities 
are discussed with their fundamental physiological 
alterations. 

One third of this book is devoted to office roentgen 
procedures utilizing modest equipment and might be 
of considerable use in clarifying numerous vagaries 
of x-ray diagnosis if supplemented by a standard 
text with reproductions since the somewhat idealized 
line drawings of the roentgenogram included in the 
book are generally less than adequate. 

W. B. LunDEEN, M.D. 


Foot Troubles. By T. T. STAMM, F.R.C.S. Philo- 
sophical Library, Inc., New York. 1957. viii-122 
pages. Illustrated. Cloth. Price $4.75. 

This book is supposed to take the patient into the 
doctor’s confidence so that both work together to 
get the patient better, to explain things simply and 


intelligibly, to offer foot sufferers whatever hope 


modern medicine can honestly offer—in other words, 
to tell the truth about foot troubles as it has never 
been told to the laity in print before. 

This book falls far short of this ideal. Much of 
its subject matter and its presentation is too advanced 
for the average patient. Chapters such as “Diag- 
nosis of Foot Pains” should not be within its scope 
With 
this type of work one must either simplify so that 


as a little knowledge is always dangerous. 


the layman may comprehend without getting too 
technical, in which case this book would be of little 
interest to the student or doctor, or one must write 
especially for the professional when the work will 
be too technical for the layman. This book has lost 
some of its usefulness because it falls between these 
two extremes. 

In fairness to the author and publishers, one must 
hasten to add that it is still a useful survey in spite 
of the above criticisms. On the credit side are the 
excellent illustrations and the chapters on “Hallux 
Valgus and Hallux Rigidus”, “Flat Foot’, and 
“Foot Strain”, “Minor Foot Troubles”, and ‘“Diag- 
nosis of Foot Pains”. Dr. Stamm describes, with 
illustrations, the mechanism of the healthy foot and 
its muscles, then reviews—with their treatments and 
preventive measures—various types of foot problems. 
He concludes with advice on the care of children’s 
feet, the choice of footgear and foot exercises. 

ALBERT PINCUS. 
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President’s Message .... 
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INCE taking office in October, I have become aware that Organized Medicine, 


as 

we physicians call ourselves, is organized against itself in some ways. There are 
certain weaknesses in our system that we do little about. These may be our Achilles 
keel in the fight against socialism. 


One of the worst problems facing us is greediness on the part of a few individuals. 
They may be excellent physicians, pillars of society in their communities, and dearly 
loved by their patients, but as soon as they know that a certain case is covered by an 
insurance policy they begin to develop ways and means of charging more. 

This has been evident in the past under Blue Shield coverage and under private 
insurance coverage. Now it is being seen under Medicare coverage. Many devices 
are used to hike the charges up just a little more than normal all along the line. I 
have been told privately that this might be enough to force many, if not all of the 
“castastrophe plans” out of the health insurance field. 


Both Blue Shield and Medicare have review boards for questionable cases and the 


physicians on these boards are having to devote more and more of their time to this 
work. Private insurance has no such review board, and it has had no recourse. It 
has paid the charges, realizing often that they were exorbitant. The voluntary health 
insurance industry, including the insurance companies issuing private health and acci- 
dent coverage as well as the Blue Shield group plans, touches a very large segment 
of the population. Were either division of it to decide to stop issuing policies, there 
would be created a perfect spot for socialized ‘insurance’ medicine by the government. 
By thinking a moment about the business end of insurance you must realize that the 
claims paid determine the premium charged, and the premium governs the number 
of policies sold. Unless the premiums can be low enough to attract enough purchasers, 
the insurance company can’t make a go of it. [t often takes a great many premiums 
to pay off one single claim. 

By the same token, Medicare costs eventually come out of tak funds. Overcharging 
there takes it out-of your own, (and my own), pocket. It doesn’t take much imagina- 
tion to realize that a few bad apples in our barrel may eventually ruin us all. 

We seem unfortunate in our inability to police ourselves adequately in these 
problems. We demand freedom and scream loudly at any attempt to regiment us, and 
yet a very few who will not hew to the line bring trouble to’all of us. We have 
Ethics Committees and Mediation or Grievance Committees, but they seldom are called 
on to penalize members. When they do, their penalties are relatively mild because of 
legal restrictions. This situation makes us, as a profession, more vulnerable to out- 
siders who accuse us publicly of padding our fees and then claim that the profession 
is not willing to try to correct it. 

We need a Committee in each constituent medical society which will make itself 
available to the insurance carriers for determining the propriety of questionable medi- 
cal charges. This should probably come under the jurisdiction of the Grievance or 
Mediation Committee as they now stand. These Committees, once embarked on this 
project, should do all in their power to reach a just decision. If it is determined that 
any given charges are unfair, however, that Committee should recommend adequate 
penalties and the Society should carry them out. Only by correcting our own faults 
will we keep them from being turned against us. The insurance industry has asked 
our cooperation and I have assured them we will try to give it. 

Please keep adequate records for your own protection. Please check your charges 
carefully before billing, whether an individual or an insurance carrier. In this way, 


if your charges are ever questioned you can substantiate them without question. 
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Editorial.... 


Paul B. Barringer: Virginia’s 
Forgotten Medical Educator 


— EDUCATORS in Virginia few have been of comparable stature to Dr. 
Paul B. Barringer—student, professor and later Chairman of the Faculty at the 
University of Virginia and for six years President of the Virginia Polytechnic Insti- 
tute. Despite his contributions in many fields of education he today is remembered 
chiefly by a pavilion named for him at the University of Virginia Hospital. 

It is interesting to speculate on the reason for this lack of knowledge concerning 
Dr. Barringer. The period of his greatest productivity fell during that drab era 
between the end of Reconstruction and the early nineteen hundreds. His days, like 
those of most Southern leaders, were occupied in making bricks without straw and 
the world at large is little concerned by the handicaps that have been overcome, es- 
pecially if these handicaps existed south of the Mason and Dixon Line. Dr. Bar- 
ringer’s early retirement, at the age of fifty-six, removed him from the public scene 
twenty-eight years before his death in 1941. Long periods of retirement are not con- 
ducive to spreading one’s fame. Be that as it may, his accomplishments were many 
and his contributions to Southern medicine should not be forgotten. 

Born in Concord, North Carolina, in 1857, Dr. Barringer’s Confederate connections 
were unique. He was the son of General Rufus Barringer, who was twice wounded and 
the survivor of seventy-six battles, and the nephew of Generals D. H. Hill and ‘“Stone- 
wall” Jackson. The early death of his mother caused him to spend two years in General 
Jackson’s Lexington home. He had the faculty of being present when history was 
in the making. An early example of this occurred when Jefferson Davis and his 
cabinet, fleeing Richmond, spent the night at the Barringer home. Young Barringer, 
then eight, challenged Davis to a game of chess and won. 

He learned first-hand the laws of nature from John Bachmann while hiding out 
with the great naturalist who was being sought by a raiding party under Stoneman 
during the closing days of the War. Alexander Graham Bell explained the telephone 
to him and medical visits to Europe brought him in contact with Billroth, Politzer and 
others. He witnessed the explosion and subsequent fire in the Ring Theatre in Vienna 
which cost 850 lives. A knowledge of the deaf and dumb language permitted him to 
interpret in German during a small-pox epidemic in Bosnia. 

Barringer entered the University of Virginia in 1875. As an undergraduate he took 
a lively interest in cock fighting and was active in lifting this neglected sport from 
an intramural to an intercollegiate basis which crossed states lines into North Caro- 
lina, Kentucky and Georgia. He received his medical diploma in 1877, after one year 
of largely didactic instruction. An additional six months was spent at the University 
of the City of New York where he received clinical training in emergency room and 
hospital ward routine and a second medical degree. 

Study abroad was followed by a brief period of practice in Charlotte and teaching 
at Davidson College where he instituted a basic science school for freshman medical 
students. In 1889 he returned to the University of Virginia where he succeeded Dr. 
James Lawrence Cabell as Professor of Physiology and Surgery. He was author of a 
standard text on Physiology. Under his leadership the medical course was increased 
to two years, in 1895 it became three years and in 1898 the present four year course 
was adopted. His medical interests were varied. Dr. Barringer was a vigorous writer 
and excellent teacher. He was a charter member of the State Board of Health. 
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He was the first to point out the role played by the primitive sanitation of the rail- 
Way passenger coach in spreading typhoid bacilli along the right of way. While Dr. 
Rarringer’s professorship included that of surgery, it is difficult to determine how 
active he was in this specialty. Local tradition has it that he enucleated the eve of 
Colonel John S. Mosby after the former guerrilla leader was injured in a runaway 
carriage accident. 

It is most appropriate that a wing of the University of Virginia Hospital should 
be named for him. Just as Jefferson was Father of the University so was Barringer 
Father of the Hospital. Much time and effort was devoted by him in financing and 
building the initial unit of the present University Hospital. Prior to this the clinical 
facilities consisted of a dispensary for treating out-patients and a few beds for the 
care of ill students. 

Considerable local opposition had to be overcome, for some University residents pro- 
tested that an institution of this type would bring contagious diseases into the commu- 
nity. A gift of $600.00 by Lady Astor in 1899 provided for the foundation only and 
two vears elapsed before Barringer could complete the 50 bed building which was 
designed by Paul J. Petz, architect for the Congressional Library. 

Dr. Barringer meanwhile, in 1896, was made Chairman of the Faculty, which meant 
his duties were those of the President although this title was not used until the arrival 
of another North Carolinian, Dr. Edwin A. Alderman in 1904. While serving in 
this capacity it fell to his lot to repair the damage resulting from the Rotunda fire 
of 1895. It was his decision not to rebuild the annex, an excrescence added to the 
Rotunda twenty-five years after Thomas Jefferson's death. His refusal to perpetuate 
this mistake places the University forever in his debt. 

Dr. Barringer’s interest ranged beyond the limits of medicine and the Unive rsity 
and improving the education of the Negro was to him a matter of vital concern. He 
worked with Booker T. Washington to bring this about. He also endeavored to tie 
the Virginia public school system in with the University, which has a certain modern 
ring. His interest extended to cattle breeding and upon this subject he exchanged ideas 
with Theodore Roosevelt. A youthful fondness for snakes carried over into manhood 
and a monegraph on this subject in 1902 is still of value 

As his interest in public health increased and his medical teaching responsibilities 


became more demanding, he resigned from the facultv chairmanship in 1903. This 


gave him time to rewrite his text on Physiology. Four vears later he became President 


of the Virginia Polytechnic Institute. This permitted him to make changes in the 
curriculum which served to correlate this colleg ( losely with the State and 
National Departments of Agriculture. 

In 1913 he returned to Albemarle near the University and retired 
gentleman farmer and consultant in Medical Education. He returned to active 
at the request of the United States Public Health Service during World War I. 


His philosophy of Life extended to a philosophy of Death and in his declining 
| pay pay 


luty 


( 


vears he wrote— 

“The old man, the fires of youth burned out, the appetites of life largely satiated, 
slowly and complacently withdraws himself within the bounds of a special kingdom 
called old age and awaits, with anticipation rather than fear the final flickers of the 
spark in the embers of life. 

“It is an end, naturally, legitimate and right. ... Death will come . . . as a friend.” 

And so it did for Dr. Barringer on January 9, 1941. He served the University 
and‘ the State of his adoption surpassing] well and he deserves to be listed among 
its foremost benefactors. 


VoL. S85, Marcu, 1958 


1603 


Nens.... 


New Members. 


The following new members have been admitted 
into The Medical Society of Virginia since the list 
published in the February issue of the Monthly: 

Danute G. Bieliauskas, M.D., Quinton 

Roland Essig: Bieren, M.D., Falls Church 

Junius Ellett Crowgey, M.D., South Boston 

Edward Colson Day, M.D., Falls Church 

William Thomas Driebe, M.D., Arlington 

Frederick Moulton Gross, M.D., McLean 

Josias Henry Hawkins, M.D., Richmond 

Eugene Wilder Heatwole, M.D., Newport News 

James Karr Hinton, M.D., South Boston 

Charles E. Law, M.D., Alexandria 

Jack Amory Lawson, M.D., Newport News 

James Beaton Littlefield, M.D., Charlottesville 

Volker W. A. Luethy, M.D., Newport News 

Anthony Theodore Moll, M.D., Hampton 

Richard P. Perrine, M.D., Clintwood 

George Wheeler Roark, Jr., M.D., Fairfax 

William DeWitt Rusher, M.D., Crewe 

Thomas W. Sale, Jr.. M.D., Hampton 

James Howard Smith, M.D., Petersburg 

William Crenshaw Smith, M.D., Waynesboro 

William Kyle Smith, Jr., M.D., Charlottesville 

Bernard Harold Zeavin, M.D., Alexandria 


Annual Meeting. 

The annual meeting of The Medical Society of 
Virginia will be held at Richmond’s Hotel Jefferson, 
October 12-15. 

The Local Committee on Arrangements regrets 
that it is not possible to house everyone at the head- 
quarters hotel. Although the management of the 
Jefferson has been exceedingly liberal, there are just 
not enough rooms available to take care of the 
demand. 

There are, however, a number of excellent hotels 
in Richmond and an early request should bring the 
reservation of your choice. 

For your information and convenience, a guide 
to some of Richmond's principal hotels is listed 
below: 

John Marshall—sth & Franklin Streets— 

MI 4-4661 
Richmond—9th & Grace Streets—MI 3-2731 
King Carter—8th & Broad Streets—MI 3-1831 
William Byrd—2501 West Broad Street 

EL 8-1571 
Raleigh—9th & Bank Streets—MI 8-8384 
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Progress of Headquarter’s Building. 

With a few days of good clear weather, work has 
really progressed on the new building for head- 
quarters. Most of the outside brick work is about 
completed and once the roof is on, the weather should 
not hold up the completion. It is still hoped that 
the building will be ready for occupancy near the 
end of June. 


Dr. S. S. Shouse, 

Appomattox, is now serving as advisor to the 
Peruvian Government under the World Health Or- 
ganization authorized by the United States. His 
headquarters are in Lima. Until his recent appoint- 
ment, Dr. Shouse had been serving as regional health 
director for the State of Kentucky and made his 
temporary home in Louisville. He is a legal resi- 
dent of Appomattox County and established the 
health departments in Appomattox, Campbell and 
Amherst Counties. Mrs. Shouse and their five chil- 
dren, who reside at Hillandale Farm, Appomattox, 
expect to join Dr. Shouse in the near future. 


Current Problems in Medical Economics. 

Six area societies, making up the District Medical 
Council, will sponsor an all-day forum on current 
problems in medical economics in cooperation with 
the Wm. S. Merrell Company at the Hotel Statler, 
Washington, D. C., March 27th. Dr. H. H. Ferrell, 
Alexandria, is forum chairman and vice president 
of the Council. 

The program will cover three basic subjects: The 
Doctor and His Office; The Doctor and the Law; 
and The Doctor and His Life Planning. Distin- 
guished specialists are invited to speak. 

Physicians of the District of Columbia, Maryland, 
Delaware, Virginia and West Virginia are invited 
to attend. 

Dr. Richard H. Fisher. 

In the report of the Virginia Orthopaedic Society 

in the January issue of the Monthly, it was stated that 


Dr. Fisher was from Staunton. We are sorry for 
the error as his correct address is Roanoke. 


Erratum. 


In the article “Routine Postoperative Use of In- 
travenous Tetracycline” by Dr. T. Stacy Lloyd, Jr., 
in the Virginia Medical Monthly 85:12, January 
1958, the columns labelled ‘“‘“Nonmorbid” in Table I 
should be labeled ‘*Total”’. 
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Northampton-Accomack Memorial Hospital. 

The Staff of the Northampton-Accomack Me- 
morial Hospital held its annual meeting on January 
31, at which time the officers for the year were 
installed. Present also at the meeting were members 
of the Governing Board of the Hospital, representa- 
tives of the Boards of Supervisors of the two coun- 
ties, and other invited guests. 

Dr. Don S. Daniel, of the Johnston-Willis Hos- 
pital in Richmond, spoke, calling attention to the 
advances which have been made in the Hospital dur- 
ing the past 29 years since he first came as the 
Resident Surgeon. 

The new President for the year 1958 is Dr. W. J. 
Sturgis, Jr. He spoke also, calling attention to the 
changed conditions with regard to nursing services 
and the necessity for constant improvement in nurs- 
ing care of the patients. Dr. J. E. Gladstone was 
installed as Vice-President and Dr. E. M. Hender- 
son as Secretary. 

This was also cur Ladies night, and the group 
were served by the Guilds of Hungars Church. 

Gifts were presented to 3 members of the Gov- 
erning Board of the Hospital who had given long 
and faithful services. These were Mr. J. Brooks 
Mapp, Attorney, cf Keller, Virginia, Mr. James S 
Rogers, of Nassawadox, Virginia, and Mrs. Georg: 
Walter Mapp, Sr., of Accomac, Virginia. A presen- 
tation was also made on behalf of the Staff to Dr 
W. J. Sturgis, Jr.. who will be serving his second 
vear as President of the Staff. 

W. C. Henperson, M.D. 


Corresponding Secretar) 


Dr. Ira L. Hancock, Jr., 
Creeds, has been elected Illustrious Pctentate of 
khedive Temple, Norfolk. 


of the Shrine branch of the Masonic Order. 


The temple is a unit 


Dr. Whaley Honored. 
Dr. Harry E. 
toria’s outstending citizen of the vear. He was cited 


by the Chamber of Commerce for his “loval and 


Whaley has been named as Vic 


devoted service to the citizens of the community” 
Dr. Whaley is the first citizen of Victoria to be sé 


honored by the local Chamber of Commerce 


Drs. Ransom, McLelland and Landes. 
Three Danville doctors, Drs. Charles L. Ransom. 
Robert McLelland and Ralph R. 


ceiving widespread recognition for a recent scientific 


Landes, are re- 


development. They have developed a new method 
of injecting carbon dioxide into the region around 
the kidneys and adrenal glands for the purpose of 
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outlining these organs for x-ray examination. They 
have been invited to present their methods at the 
meeting of the American Urological Society in New 
Orleans in April and the American Medical Associa- 
tion meeting in San Francisco in June. They have 
been presented with the First Award for their work 
by the Southeastern Branch of the American Uro- 


logical Association. 


Phi Lambda Kappa, 

National Medical fraternity, will hold its sixth 
annual interim scientific meeting, at the Deauville 
Hotel, Miami Beach, Florida, April 13-20. The 
program will be for the benefit of the general prac- 
titioner and will feature papers and symposia by 
specialists in their fields. All members of the med- 
ical profession are welcome. 

For registration and information, write Dr. Sam- 
ual L. Lemel, national secretary, 1030 Euclid Ave., 
Cleveland 15, Ohio. 


Dr. D. Coleman Booker, 

Recently of Richmond, has opened his practice in 
Hopewell. 
and gynecology. Dr. Booker was attendant surgeon 
at St. Elizabeth’s Hospital, Richmond. 


He will be engaged in general surgery 


International Congress of Allergology. 

The Third International Congress will be held 
in Paris, France, October 19-26, 1958. There will 
by symposia on asthma and emphysema, immunol- 
ogy, recent clinical advances, biochemical aspects, 
auto-immune reactions, dermatol gv and socio-eco- 
nomi aspects. There will also be sectional papers 
and round table small group luncheon conferences. 
For all information regarding the program and 
papers, write Dr. Samuel M. Feinberg, 303 East 


Chicago Ave., Chicago, I]linois. 


Hospital Staff Members. 

Dr. Herman I. Pifer has been named president 
of the staff of Memorial Hespital, Winchester. Dr. 
George H. 


Boyd secretarv; 


Smith is vice-president; Dr. Robert S. 
and Dr. Monford D. Custer, Jr., 
treasurer. 

Dr. W. C. Humphries has been elected president 
of the Warren Memorial Hospital, Front Royal. 
Other officers are: vice-president, Dr. F. Dixon 
Whitworth, and secretary-treasurer, Dr. Dennis P. 
McCarty. 


Dr. William D. Dolan 


Has been named chairman of the service commit- 


tee of the Arlington County Unit, American Cancer 
S 4 tety. 
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Dr. Ben C. Jones, Jr., 


Has been appointed as 1958 Heart Fund chair- 
man for the City of Alexandria. 


Pan American Medical Women’s Alliance. 

This Alliance will hold its sixth Congress at the 
McAllister Hotel, Miami, Florida, April 14-17. All 
women doctors are invited to attend. The purpose 
of the Alliance is to bring medical women of North, 
South and Central America into an association with 
each other for mutual improvement. 

A Caribbean cruise is being planned as a_post- 
congress trip. 

Further information may be obtained from, Dr. 
Alma Trappolini, 2291 Coral Way, Miami, Florida 


Psychiatric Speakers Bureau 


The General Practitioner Education Project, 
jointly sponsored by the American Psychiatric As- 
sociation and the American Academy of General 
Practice, is interested in the development of post- 
graduate psychiatric education for the family phy- 
sician. One of the services which is offered by the 
Project is a Speakers Bureau, which is prepared to 
offer names of psv hiatrists who are willing to serve 
as guest lecturers while they are taking their vaca- 
tion trips. 


Medical societies, hospitals, eve... 


are interested is obtaining names of 


which 
psychiatric 
speakers, please contact the G.P. Project, American 
Psychiatric Association, 1785 Massachusetts Ave- 
nue, N.W., Washington, D.C. 


Virginia Association of Medical Assistants. 


The annual meeting of this Association will | 


held in Petersburg, March 8-9. Miss Beryl Zehmer. 
president of the Petersburg Chapter, will preside 
Report of the AAMA convention in California will 
be given by Misses Lucy Carwile and Helen Cyrus. 
Physicians Products Company, Petersburg, will be 
hosts at the luncheon, and Van Pelt and Brown, 
Richmond, the Hospitality Hour. Dr. Abner Rob- 
ertson, Director of the Virginia Association of Mental 
Health, will be guest speaker at the banquet. 


Wanted. 


Doctor to serve Rockfish Valley. Population, ap- 


proximately 3500, area approximately 20 miles long 
Office and living quarters (6-room building), cen- 
tral heat, air conditioning, 1'% baths, situated on 
Route 151, 26 miles west of Charlottesville. Is 
available for rent or sale. Convenient to schools and 
churches. If interested, contact E. F. Wine, Afton. 


Virginia. Telephone Glenview 6-3711. 


For Rent. 

Modern office near Lee Building, Richmond, Rea- 
sonable. Write #300, care of the Virginia Medical 
Monthly, P. O. Box 5085, Richmond 20, Va. (Adv.) 


For Rent. 

Space for medical suite in new air-conditioned 
four-office medical building, Newport News. Write 
Irving Berlin, M.D., 305 Blair Avenue, Newport 
News, Va. ( Adv.) 


For Sale. 

Modern Picker X-Ray unit, in excellent condition. 
Also complete office equipment. Write Box 325, care 
of the Virginia Medical Monthly. P. O. Box 3085, 
Richmond 20, Va. (Adv.) 


Wanted. 

Surgeon for Clinchfield Hospital, Dante, Virginia, 
(Mining Town). Contact Dr. W. C. Elliott, Leb- 
anon, Va. ( Adv.) 


Position Wanted. 

Woman physician, completing internship in Ju 
1958, is seeking position other than residency, in 
northern Virginia Please write Box 350, care the 
Virginia Medical Monthly. P. O. Box 5085, Rich- 


mond 20, Va. (Adv.) 
For Sale. 
Five-bed obstetrical-gynecological hospital equip- 


Metropolitan OB Table. com- 


bination wheel and stretcher, McKesson gas machine, 


ment-——almost new. 


dressing cart and bassinettes. Many obstetrical-gvne- 


logic al 


instruments, all in excellent condition. 
Write Box 308, Mathews, Virginia. (Adv.) 
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Obituaries... . 


Dr. Levin Freeland Magruder, 

Portsmouth, died January 31st, having been in 
ill health for some vears. He was seventy-eight 
years of age and a native of Mississippi. Dr. Ma- 
gruder received his medical degree from Tulan 
University in 1905. He served during World War I 
ts director of the x-ray department of the Univer- 
sity of Virginia Base Hospital. When he returned 
from France, Dr. Magruder became director of radi- 
ology at the Norfolk General Hospital and served 
in that capacity for more than twenty vears. He 
resigned in 1939 due to ill health and in 1941 moved 
to Portsmouth where he served on the staffs of the 
Kings Daughters and Maryview Hospitals until his 
retirement in 1955 

Dr. Magruder was a Life Member of The Medical 
Society of Virginia, having joined in 1920, 


His wife survives him. 


Dr. John Albert Berchard Lowry, 

Prominent physician of Crewe, died February 
4th, at the age cf sixty-seven. He was a graduate 
in medicine of the University of Maryland in 1915 
nd had practiced in Crewe since 1919. Dr. Lowry 
Was a Vice president of the Bank of Crewe and served 
on the board of trustees of Randolph-Macon College, 
Ashland 


mander of the American Legion Post in Crewe and 


He was a charter member and Past Com 


a charter member and past President of the local 
Kiwanis Club. Dr. Lowry was a past master of the 
Crewe Lodge No. 123, AF&AM. He was a veteran 
of World War I 
months as Captain in the Medical Corps. Dr. Lowry 
had been a member of The Medical Society of Vir- 
ginia since 1924 


nd served overseas for twentv-tw 


His wife, two sisters and five brothers survive 


him 


Dr. Robert Herring Wright, Jr., 
A prominent physician of Hampton, died Jan 


vary Isth, after a leng illness. He was fifty-two 
vears of age and a native of Baltimore. Dr. Wright 
graduated in medicine from the University of Penn- 
svlvania in 1929 and served a residency there from 
1929 to 1931. 

Dr. Wright was a past president, secretary and 
treasurer of the Virginia Peninsula Academy of 
Medicine. He was also past secretary and treasure! 


of the Medical Staff of Elizabeth Buxton Hospital 
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and a member of the staff of Mary Immaculate Hos- 
pital. At the time of his death, Dr. Wright was 
chief cardiologist at Dixie Hospital. He was a 
member of the Hampton County Medical Society 
and The Medical Society of Virginia, having joined 
in 1933. 

Dr. Wright is survived by his wife, two sons and 
a daughter. 

The following resolutions were adopted by the 
Dixie Hospital Medical Staff: 

Be ir Reso_vep that Dr. Wright's untimely death is a 
major loss to his community and to the medical profes- 
sion, and that we, his friends and colleagues shall greatly 
miss him. We extend our deepest sympathy to his be- 
reaved family and 

BE IT FURTHER RESOLVED, that a copy of this Resolution 
x” spread on the minutes of the Medical Staff of Dixie 
Hospital, Hampton Medical Society and copies be sent to 
the family and to the Virginia Medical Monthly 


Dr. Gayle. 

A past-president and member of the Richmond Academy 
of Medicine for forty years, Dr. Robert Finley Gayle, Jr., 
died in Richmond November 4, 1957. In his death this 


community lost a champion who through his personal 
recognition in the field of psychiatry represented Rich- 
mond throughout this country and abroad. Few physicians 
in our time have had the opportunity to present to so 
many people the heritage as we know it of the Southland, 
of Virginia, and of Richmond. A product of this culture, 
Dr. Gayle’ was born December 18, 1891, in Norfolk 
County. He was reared in the family of a presiding elder 
of the Methodist church and since his father’s duties 
carried him to many sections of the state, Dr. Gayle had 
the opportunity at an early age to sample the finer dif- 
ferences in cultural patterns throughout Virginia as he 
lived within them 

Dr. Gayle was educated in the public schools of Vir- 
ginia and graduated with the Degree of Doctor of Medi- 
cine from the Medical College of Virginia in 1915. He 
served his internship and residencies in Philadelphia and 
New York, following which he served in the U.S. Army 
during World War I in France and Germany. He was 
Division Psychiatrist of the Third Division, AEF, in the 
Army of Occupation 
Dr. Beverley R. 


He began practice with 
Tucker and continued this association 
intil 1929. At that time he decided to enter private 
practice alone. His association with the Medical College 
as a teacher began in 1919, and he was Professor of Psy- 
chiatry and Neurology and Chairman of the Department 
from 1938 until his death 

Dr. Gayle was a Life Fellow of the American Psv- 
chiatric Association, its Secretary for four years, and 
iltimately its President. He was a member of the Ameri- 
can Neurological Association, a past-president of the 


Southern Psychiatric Association, a member of the Ameri- 
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can Academy of Neurology, a Fellow of the American 
College of Physicians, a Fellow of the American Medical 
Association, past-president of the Virginia Neuropsy- 
chiatric Society, and a member of the Association for 
Research in Nervous and Mental Diseases. 

Throughout his professional career he was 
actively interested in improving the state’s mental hos- 
pital program and was a member of the original State 
Hospital Board from 1937 until his death. 


The impact of the loss of such a man to his profession, 
his community, and to his alina mater is difficult to quan- 
titate. The story of his effectiveness is not written in the 
length of his bibliography, although this was extensive; 
it is not written in his memberships in professional so- 
cieties, although these were legion; it is not written 
entirely in the memories of his former students, 


even 
though many hundreds will remember him well for his 
lectures and case discussions. Dr. Gayle shared the con- 
viction that the first and foremost duty of every physician 
is to treat the sick. He pursued this goal with singleness 
of purpose which carried to the very end of his profes- 
sional career. The onset of his terminal illness occurred 
at a patient's bedside. In his pursuit of this goal he was 
endowed with an unsurpassed intuitive capacity to ferret 
out basic physical as well as emotional malfunction. He 
was not afraid to admit that some of his decisions were 
based on what he called his “bird dog sense.” Others 
observing this, however, might say that through many 
years of restless listening, he had unconsciously learned 
to recognize and calibrate many of the subtleties and 
nuances which develop in the doctor-patient relationship. 
Because of these factors, Dr. Gayle’s teaching ability was 
most appreciated by those who were able to observe first- 
hand his skill with patients. Conscious of the fact that he 
was less articulate in the lecture hall, he delegated in- 
creasing responsibility for this phase of medical teaching 
to his associates. His physical appearance was a provoca- 
tive beginning for the treatment situation. With his port- 
ly size, immaculate dress, courtly manner and guard's 
mustache he was certain to provoke an immediate re- 


sponse of either extreme paternal confidence or unmolli- 
fied rebellion, depending upon the sick needs of the pa- 
tient. With the capacity for earthiness as need be, the 
least as well as the most sophisticated were as easily 


disarmed. He was further distinguished for his ability 
in clinical judgment and for an unerring rapidity in 
making important decisions. In this trait he had the un- 
shakable strength of his convictions and, as in the case 
of a man who moves in a positive manner, he did not 
hesitate to provoke disagreement. These are a few of 
the intangibles which he mastered. 

Among the more tangible records of his achievement 
would be his pioneering work in the description and treat- 
ment of heavy mental intoxications, the earlier treatment 
of Parkinsonism with whole root belladonna alkaloids, 
the function of the psychiatric until as an integral part 
of a general hospital, and more recently the encourage- 
ment of a realistic and harmonious understanding between 
psychiatry and religion. His leadership in professional 
organizations was recognized first in Richmond, secondly, 
in the state, thirdly, in the South, and ultimately in the 
nation. It is further tribute to his stabilizing influence 
and valued opinion that the Council of the American 
Psychiatric Association invited him to serve on its execu- 
tive committee beyond the accustomed time. 

Dr. Gayle satisfied his personal needs entirely in the 
society of his fellow man. His reputation for conviviality 
and an inexhaustible supply of poignant anecdotes ran a 
close second to that of his professional prowess. Dr. Gayle 
will long be remembered for the part he played in helping 
establish the reputation of the Medical College of Virginia 
through its Department of Psychiatry. Professionally, 
however, he will probably be remembered longest in the 
hearts of his patients and in the memories of those for- 
tunate enough to observe his therapeutic effectiveness. 

BE IT RESOLVED, THEREFORE, that these resolutions be 
spread upon the minutes of this Society, and a copy for- 
warded to his family with our deepest sympathy. 

R. COLEMAN LONGAN, Jr. 
O. BURKE 
Merritt W. Foster, JR., Chairman 
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Floraquin’ eliminates 


EFFECTIVE, DEPENDABLE THERAPY FOR VAGINITIS 


results for 
trichomoniasis 
have been best 
and more 
consistent’ 
using 
Floraquin...” 


trichomonal and mycotic infection; 


Leukorrhea is by far the most frequent symp- 
tom of vaginitis; trichomonads and monilia are 
the most common causes. Many authors have 
reported? trichomonal protozoa in the vagina 
of 25 per cent of obstetric and gynecologic 
patients. Increased use of broad spectrum 
antibiotics has resulted in a sharp rise in the 
incidence of monilial infections. 

Floraquin effectively eradicates both tricho- 
monal and monilial vaginal infections through 
the action of its Diodoquin® content. Floraquin 
also furnishes boric acid and sugar to restore 
the normal vaginal acidity which inhibits patho- 


restores normal vaginal acidity 


gens and favors the growth of protective Déder- 
lein bacilli. 

Pitt! recommends vaginal insufflation of 
Floraquin powder daily for three to five days, 
followed by acid douches and the daily inser- 
tion of Floraquin vaginal tablets throughout one 
or two menstrual cycles. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service of 
Medicine. 


1. Pitt, M. B.: Leukorrhea. Causes and Management, J. M. 
A. Alabama 25:182 (Feb.) 1956. 

2. Parker, R. T.; Jones, C. P., and Thomas, W. L.: Pruritus 
Vulvae, North Carolina M. J. 16:570 (Dec.) 1955. 
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torium 


A private psychiatric hospital em- Staff ANDERSON, Preside 
REX BLANKINSHIP, M.D., Medical Director 


x JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


ploying modern diagnostic and treat- 


sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
: AMES K. HALL, JR., M.D., Associ 
and recreational therapy—for nervous 
CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-570] 


SAINT ALBANS 


FRIVATE PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


= 


NS 


STAFF 
James P. King, M.D., Director 


James K. Morrow, M.D Clara K. Dickinson, M.D. James L. Chitwood, M.D. 
Thomas E. Painter, M.D. Daniel D. Chiles, M.D. Medical Consultant 


Clinical Psychology: AFFILIATED CLINICS 
Th C Camp. PhD Bluefield Mental Health Center Beckley Mental Health Center 
Henge ge PhD. 525 Bland St., Bluefield, W. Va. 207% McCreery St. 

David M. Wayne, M.D. Beckley, W. Va. 
Don Phillips, Administrator W. E. Wilkinson, M.D. 
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in common 
mixed 
infections 
... tetracycline 
phosphate 
alone 


in potentially 
serious 
infections 

... tetracycline 
phosphate 

plus 

novobiocin 


for the 

7 monilia 
susceptible 
types 

... tetracycline 
phosphate 
plus 

nystatin 


PANMYCIN 
Phosphate 


children: 


PANMYCIN 
Syrup 


for children: 


PANALBA 


TRADEMARK 


Granules 


_ The Upjohn Company, Kalamazoo, Michigan 


REG. PAT. OFF 
Me 


RADE MARK 


BROAD-SPECTRUM 
TETRACYCLINE 

In ITS MOST 

EFFICIENT FORM 

Produces more tetracycline 
in the blood with no more in 
the dose. No calcium to 
depress blood levels.! Basic 
broad-spectrum therapy in 
bronchitis, pharyngitis, 
otitis media, tonsillitis, and 
other common respiratory 
infections. 


1, Weich, H.; Wright, W. W.; and 
Staffa, A. W.: Antibiotic Med. 
& Clin. Therapy 4:620, 1957. 


THE BREADTH OF 
PANMYCIN PHOSPHATE PLUS 
THE ANTIMICROCOCCAL 
DEPTH OF ALBAMYCIN' 
Offers maximum antimicrobial 
action at the earliest 
possible moment. The 
antibiotic preparation of first 
resort in pneumonia of 
unknown etiology, carbuncles, 
multiple furunculosis, 
cellulitis, and infections 
resistant to previous therapy. 


TYRADEMARK, REG. U. 5S. PAT. OFF. — THE UPJOHN BRAND OF CRYSTALLINE NOVOBIOCIN SODIUM 


PANMYCIN PHOSPHATE 
PLUS THE ANTIMONILIAL 
PROTECTION OF NYSTATIN 
The logical choice for 
patients requiring high doses 
of antibiotics or prolonged 
antibiotic therapy; for 
patients with previous 
monilial complications; for 
diabetics; patients on 
corticoids; the pregnant, 
debilitated, or elderly; and 
for infants, especially the 
premature. 
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THE CHOICE OF A 
SYSTEMIC ANTIBIOTIC 
IS A MATTER OF 
CLINICAL JUDGMENT 


PANMYCIN PHOSPHATE IN 
COMMON MIXED INFECTIONS 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours. CHILDREN: 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses every 
6 hours, or two equally divided doses every 12 hours. 


SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 100. 


PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent to 125 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 
flavor, in 2 fluidounce and pint bottles. 


IN POTENTIALLY 
SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the type 
and severity of the infection. CHILDREN: Proportionately less. 


SUPPLIED: Each powder-blue-and-brown capsule contains Panmycin (tetracycline) 
Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albamycin 
(as novobiocin sodium) 125 mg.; in bottles of 16 and 100. 


Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 5 cc. 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg. and 
Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mg.; in 
pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 mg. per 
pound of body weight per day in 2 to 4 equally divided doses. 


COMYCIN FOR THE 7 MONILIA- 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately less. 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, equiv- 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles of 16 


and 100. 
Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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© “Understanding Care” @ 


s Skilled Nursing Care for Your Elderly and Chronic Patients 


Ais Views 
Health 


Approved Each Guest Under Care of His Own Doctor. Invited 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 


24 hours daily care in a specifically TELEPHON Private and Semi-Private Roo th 
built 52 Bed Nursing Home. Super- m $50 t 


toilets. Rates from $50 to $75 weekly 
vised by a Resident R.N. and M. C. V. Miron 3-211] for Bed, Board and General Nursing. 
Extern. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Writ Ph 
Macks, Adm. TERRACE HILL NURSING 


Kidde ATMO Five System Equippede 


when anxiety and tension “erupts” in the G. I. tract... 


GASTRIC ULCER 


PATHIBAMATE 


Meprobamate with PATHILON ® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of gastric ulcer — without fear of barbiturate loginess, hangover or 
habituation... with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


*Tradema ® Registered Trademark for Tridihexeth y! lodide Lederie 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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Sophia & Fauquier Sts. 


RIVERSIDE CONVALESCENT HOME 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


drama, physical therapy, educational 


J. J. HLADYs, M.D., Neuropsychiatrist 


JANE P. REYNOLDS, 


HLADYS GUIDANCE CENTER 


928 West Franklin Street 
Richmond 20, Virginia 
Phone—EL 9-2279 


For treatment of the serious mental illnesses of childhood and adolescence. 


Services include psychological testing, intensive phychotherapy, group 


psychotherapy, art therapy, interpretive dancing, music therapy, psycho- 


therapy, and play therapy. 


W. E. HARRIS, PH.D., Clinical Psychologist 
Fine Arts Therapist 
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Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


Gill Memorial Eye, Ear and Throat Hospital 


Announces to the Profession 


THIRTY-FIRST ANNUAL SPRING CONGRESS 


in 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 


April 14 through April 19, 1958 


GUEST SPEAKERS 


Davin B. ALLMAN, M.D.__ Atlantic City New Jersey Epwarp W. D. Norton, M.D. New York, New York 


Epwin N. Broy.es, M.D. Baltimore, Maryland W. E. Pemsieton, M.D. Richmond, Virginia 
Joun J. Contey, M.D. New York, New York Winston H. Price, M.D.__-_ Baltimore, Maryland 
GEorGE CRILE, JR., M.D_-. Cleveland, Ohio DonaALp M. SHarer, M.D. New York, New York 
Frep W. Dixon, M.D. Cleveland, Ohio BENJAMIN H. SHuster, M.D. Philadelphia, Pa. 
Leon GoLpMAN, M.D. i Cincinnati, Ohio Byron SMITH, M.D. New York, New York 
Roscoe J. Kennepy, M.D. Cleveland, Ohio NorAH DUV. TapLey, M.D.___ New York, New York 
Perrin H. Lone, M.D. Brooklyn, New York RicHARD C. TROUTMAN, M.D.__ Brooklyn, New York 
Donatp J. Lyte, M.D. Cincinnati, Ohio Henry P. WacENER, M.D. Rochester, Minnesota 
SYLVESTER C. MissaL, M.D.__- Cleveland, Ohio James W. Warts, M.D. _- Washington, D. C. 
C. STEWART NasH, M.D. Rochester, New York LorENZ E. ZIMMERMAN, M.D.__ Washington, D. C. 


For further information write: 


Superintendent, P.O. Box 1789 


Roanoke, Virginia 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


{t is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 


All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


Physicians’ 


Half-Price Rates 


$ 4.00 
3.25 
1.50 


4 yeors 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


3 years 


1 yeor 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn - Chicago 10, Illinois 


ST. LUKE'S HOSPITAL 


MeGUIRE CLINIC 
1000 West Grace Street 


Richmond, Virginia 


General Medicine General Surgery 


Obstetrics 


HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D. 

WM. H. HARRIS, JR., M.D. 
JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. 


Treasurer: 


WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., M.D 
JOHN ROBERT MASSIE, JR., M.D. 


JOSEPH W. 
Dental Surgery 


RICHARD J. JONES, BS., C.P.A. 


Free Parking for Patrons 


W. HUGHES EVANS, M.D. 
W. H. COX, M.D. 
COXE III, M.D. Bronchoscopy 


GEORGE AUSTIN WELCHONS, M.D. 


JOHN BELL WILLIAMS, D.D.S. 
Orthopedic Surgery 
JESSE N. CLORE, JR., M.D. 
JAMES SUCKER, STUART J. EISENBERG, M.D 
BEVERLEY B. CLARY. M.D. AUSTIN I. DODSON, M.D. 2 2 63a 
EARNEST B. CARPENTER, M.D. CHAS. M. a Pathology 
.D. A SON, .D. 
JAMES B. DALTON, JR., M.D USTIN I. DODSO JR., M.D J. H. SCHERER. 
Ophthalmology, Otolaryngology Pediatrics JOHN L. THORNTON, M.D. 
FRANCIS H. LEE, M.D. HUBERT T. DOUGAN, M.D. 


Anesthesiology 
HETH OWEN, JR., M.D 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 
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Medicine: 
MANFRED Call, III, M.D. 

M. Morris Pinckney, M.D. 
ALExaNDER G. Brown, III, M_D. 
D. Cait, M.D. 

WrnpHaM B. BLanton, M.D. 
Frank M. Branton, M.D. 

Joun W. M.D. 


Obstetrics and Gynecology: 
Wm. Dcrwoop Succes, M.D. 
Sporswoop Rosrns, M.D. 
Davin C. Forrest, M.D. 


Orthopedics: 
Bevertey B. Crary. M.D. 
James B. Datron, Jr., M.D. 


Pediatrics: 
CuHaRLes P. Manccm, M.D. 
Epwarp G. Davis, Jz. M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Anesthesiology 
B. Moncurg, M.D. 
HeTH M.D. 


STUART CIRCLE HOSPITAL 


413-21 Sruart 
RICHMOND, VIRGINIA 


Surgery: 
A. STEPHENs GRAHAM, M.D. 
CHaRLEs R. Rosrns, M.D. 
CaARRINGTON Wiliams, M.D. 
RicHarp A. MicHavx, M.D. 
CaRRINGTON Jr., M.D. 


Urological Surgery: 
FrRaNK Pore, M.D. 


Oral Surgery: 
Gry R. Haregisoy, D.D.S. 


Plastic Surgery: 
Hounter S. Jackson, M.D. 


Roentgenology and Radiology: 
Frep M. Hopces, M.D. 
L. O. M.D. 
B. FriscuKorn, M.D. 
C. Barr. M.D. 


Pathology: 

James B. Ronerts, M.D. 
Physiotherapy: 

Miss ETHELEEN Dalton 


Director: 
CHartes C. HovucH 


ADDRESS: 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


JULIA WAGNER WATERS, R.N., Administrator 


A new non-profit Community Hospital special- 
ly constructed for the treatment of Eye, Ear, 
Nose and Throat Diseases, including Laryngeal 
Surgery, Bronchoscopy and Plastic Surgery of 
the Nose. 


Professional care offered a limited number 


of charity patients. 


403 North 12th Street 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


usTIN I. Dopsox, M.D 

Urologs Genera 
M.I 
Uy 
Uy 


G 


DouGLaAs 


CHapMAN, M.D 
Internal Medicine 


Austin I. Dopsox, Jr., ELMER S. ROBERTSON, 


Internal 


M.D. 


) 
Medicine 


James 


Epwarp Hit, 


STANLEY, M.D 


Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, 4dminist 


EsTABLISHED 1916 
Asheville, North Carolina 


Appalachian Hall - 


An Insutution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 


drug and alcohol habituation 

Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
limate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite 


Ray GriFFIN, JR., M.D. Mark A. Sr., M.D 
Ropert A. GriFFIN, M.D Mark A. GriFFin, Jr., M.D 


For rates and further information wr 


ite APPALACHIAN HALL, Aswevitte, N. C 


Vol 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ. JR. Dr. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 


THE 


KEELEY 
INSTITUTE 


447 W. Washington 
GREENSEORSG, 
NORTH CAROLINA 


And Hospital For Rehabilitation Of 


Associate Medical Director 
R. H. Dovenmuehle, MD: Consultant in Psychiatry - 


In-patients are accepted in state of acute 


Th e FOR EXCEPTIONAL 
CHILDREN 


Thompson Year round private 


home and school for 


Homestead infants, childrem and 


adults on pleasant 250 


School acre farm near Char- 


lottesville. 


Write for booklet. 
Mrs. J. Bascom THompson, Principal 
FREE UNION VIRGINIA 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, June 11, 1958. 
The examinations will be held in the same 
hotel June 12th to 14th, inclusive. All applica- 
tions and other documents pertaining to the 
examinations or to matters to be discussed by 
the Board must be on file in the Secretary’s 
office on or before May 20, 1958. The Secretary 
of the Board is Dr. K. D. Graves, 631 First 
Street, S. W., Roanoke, Virginia. 
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JOINTS INVOLVED IN GOUT 
INITIAL SUBSEQUENT 


ATTACK ATTACKS 


10% 
68% 24% 34% 18% 


1. joint pain follow ed of bursae as in 
long periods of complete remis- this case involving the olecranon 
sion. (Percentages refer to inci- 
dence.) 


SERUM URIC Acio 
CONCENTRATION 


NORMAL RANGE GOUTY RANGE 


il 4. Colchicine test: full dose (0.5 
i mg.) every 1 to 2 hours until pain 


a is relieved or nausea, vomiting or 

3. Elevated serum uric acid levels. diarrhea occur. The test requires 
usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 


FROM THESE FINDINGS :..SUSPECT GOUT: 


PROBENECID 


A SPECIFIC FOR GOUT 


Once finding’s point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 
benefits: 


* Urinary excretion of uric acid is approximately doubled. 

* Serum uric acid levels are reduced. 

* Uric acid deposits (tophi) in tissues are mobilized. 

* Formation of new tophi can often be prevented. 

* Fewer attacks and severity is reduced. 

RECOMMENDED DOSAGE: 0.25 Gm. (14 tablet) twice daily for &> 

one week followed by 1 Gm. (2 tablets) daily in divided doses. MERCK SHARP & DOHME 


BENEMID is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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for your complete insurance needs... 


PROFESSIONAL 
« PERSONAL 
PROPERTY 


CHOICE OF THE MEDICAL SOCIETY 
OF VIRGINIA FOR PROFESSIONAL 
LIABILITY INSURANCE 


THERE IS A SAINT PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 
VIRGINIA HEAD OFFICE: 721 AMERICAN BUILDING 
RICHMOND 4, VIRGINIA 
PHONE 3-0340 
111 W. FIFTH STREET, ST. PAUL 2, MINNESOTA 


HOME OFFICE: 


when anxiety and tension “erupts” in the G. I. tract... , 


DUODENAL ULCER 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of duodenal ulcer — without fear of barbiturate loginess, hangover or 
habituation ... wilh PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 


Dosage: | tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark e Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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For the 
Discriminating, 
Eve Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 


A. G. JEFFERSON 


Ground Floor Allied Arts Bldg. 


in 
Richmond 


MEMBER FEDERAL DEPOSIT INSURANCE CORP. 


Exclusively Optical 


“Premarin” with Meprobamate new potency 


Each tablet contains 0.4 mg. ‘‘Premarin,’” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


Supply: 
No. 880, PMB-200 
bottles of 60 and 500. 

No. 881, PMB-400 
bottles of 60 and 500. 


Also available as 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate 
in each tablet). 


AYERST LABORATORIES New York 16, New York . Montreal, Canada 


conjugated estrogens (equine) 


Meprobamote licensed under U.S. Pat. No. 2,724,720 


85, Marc, 19358 
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4 3 NITROGLYCERIN — 
0.4 mg. (1/150 grain)—acts quickly 


CITRUS “FLAVOR-TIMER” — 


signals patient when to swallow 


PENTAERYTHRITOL TETRANITRATE — 
15 mg. (1/4 grain)— prolongs action 


NEW “‘flavor-timed’’ dual-action 
CORONARY VASODILATOR 


For continuing prophylaxis patient swallows 
the entire Dilcoron tablet. 

Average prophylactic dose: 
1 tablet four times daily. 

Therapeutic dose: 
1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


Bottles of 100. 


At All 


DEPENDABLE 
PRESCRIPTION SERVICE 


and 


SERVICE TO PHYSICIANS 


PATTERSON 


SAFE SERVICE DRUG STORES 


Prescription Specialists 


Lynchburg, Va. 


Martinsville, Va. 
Altavista, Va. 
Winston-Salem, N. C. 


Danville, Va. 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards . . . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 
Richmond Hotels Incorporated 
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How to provide unsaturated fatty acids 
without dieting 


With type as well as amount of fat in the human 
diet now assuming such importance, the new 
role of corn oil as a source of unsaturated fatty 
acids has prompted these questions: 


1 What is the role of unsaturated fats in 


answer: 


2 


answer: 


the daily diet? 


There is now ample clinical evidence 
that unsaturated fats tend to lower 
the serum cholesterol level of human 
subjects, whereas saturated fats have 
the opposite effect. 


How much of the important unsaturated 
fatty acids does corn oil provide? 


MAZOLA Corn Oil yields an average 
of 85 per cent unsaturated fatty acids. 
100 grams of MAZOLA will yield: 53 
grams of linoleic acid and 28 grams of 
oleic acid; it also provides 1.5 grams 
of sitosterols, and only 12 grams of 
saturated fatty acids. 


What is the best way to provide unsatu- 
rated fatty acids? 


By balancing the types of fat in the 


daily diet. Many doctors now agree 
that from one third to one half of the 
total fat intake should be in the form 
of a vegetable oil such as corn oil 
(MAZOLA). 
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4 How is corn oil most easily taken in the 
usual daily diet? 


answer: There is no need to disturb the daily 
routine of meals or to have separate 
diets for individual members of the 
family. MAZOLA Corn Oil can be 
used instead of solid fats in preparing 
and cooking foods, it is also ideal for 
salad dressings. 


5 How can ! obtain further information on 
the value of corn oi! as a source of un- 
saturated fatty acids? 


* answer: The subject is reviewed in the book 
: “Vegetable Oils in Nutrition.” Also 
‘ available is a recipe book for distribu- 
: tion to your patients. It tells how to 
. use corn oil in everyday meals. Both 
‘ books will be sent free of charge to 
physicians, on request. 


ee eee 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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Give Us Your Transportation Worries 


OUR BENEFITS WE COVER 
TO YOU ARE YOU WITH— 
COMPLETE LIABILITY INSURANCE 


RELEASE OF CAPITAL | M () N T of, 100,000/300,000 


Bodily Injury and 
New Automobiles 


Any Moke I PLAN 50,000 for Property 


Damage 
No Worries Over 


FOR THE You Are Protected 


With 100% Coverage 
Service Cost 


MEDICAL 


Is Out of Service, You 
Towing Cost 


EXCLUSIVELY 


Battery Replacements 


All Repairs, Tire & 
Tire Replacements For Most of You, All Battery Replacement Are 


This Is 100% Tax Deductable 
Inspection Registration Purchased In Your 


Fees Home Town 


We are as near as your Telephone! 


If You Would Like to Have Our Doctor’s Leasing Plan Explained to You In Detail, 
Please Call or Write. We Will Manage to Have One of Our Representatives Call 
On You at Your Convenience. 


Piedmont Auto and Truck Rental, Inc. 


P.O. BOX 427 212 MORGAN STREET 
DURHAM, NORTH CAROLINA PHONE 2-3905 


G. B. Griffith, President 
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debilitated 
elderly 


diabetics 

YOU TREAT 

INFECTIONS 
IN PATIENTS those on corticoids 


those who developed moniliasis on previous 
broad-spectrum therapy 


infants, especially prematures 


those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


for practical purposes, Mystectin-V is 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 
Capeules (254 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 
(125 mg./125,000 u.), bottles of 16 25 PATIENTS ON 25 PATIENTS ON 
and 100. Suspension (125 mg./125,000 TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
u.), 2 of. bottles. Pediatric Drops (100 | After seven days After seven days 
mg./100,000 u.), 10 ce. dropper bottles, Before therapy | of therapy Before therapy of therapy 


Sa 

UIBB 

Squibb Quality— ee 
the Priceless Ingredient | | 


f Monilial overgrowth (rectal swab) ~ None @ Scanty Bp Heavy 


Childs, A. J.: British M. J. 1:660 1956 
@ “MYCOSTATIN amo “SuMYCIN ARE 
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Arlidin is often effective when other 
vasodilators fail...because it brings 
more blood where needed most. 


‘“‘The increased blood flow brought 
about by this drug (ARLIDIN) is 
predominant and lasting in skeletal 
muscle and quite negligible in the skin.’”! 


arlidin 


in rest pain and ulcers, 
reduction in swelling and increased walking 
distance in a majority of 79 patients with... . 


obliterans 


abdominal aortic 
venous s insufficiency 


arlington-funk laboratories _ 
division of U.S. VITAMIN CORPORATION 
250 N.Y. 


6 mg. tablets and 5 mg. per cc. ampuls and vials 
See PDR for dosage and package sizes 
SAMPLE supply of Arlidin and reprint upon request 
protected by U.S. mbers 2,661,372 and 2,661,373 


=. 


a more 
effective 
nasal decongestant 


NAD 


TABLETS 


TDC (TIMED DISINTEGRATION CAPSULES) 


for prompt, \ Realistic dosage of the potent vasoconstrictor, 
more complete, phenylephrine hydrochloride, combined with the 
dependable antihistamine, pyrilamine maleate... 


day-and-night relief in the 


for mutually enhancing, oral efficacy in 
common cold 


: clearing stuffy nose, combatting allergic turgidity, 
nasal @er ZieS | draining clogged sinuses, relieving postnasal drip. 


Sinusitis | patients breathe easier, 
feel so much more comfortable 


in in 
eanseessaimainenin each tablet | each TDC* 
Phenylephrine HCl U.S.P. 10 mg. 15 mg. 
Pyrilamine Maleate U.S.P. 25 mg. 45 mg. 


*Timed Disintegration Capsule affords up to 8 hours relief. 


DOSAGE: | to 2 tablets p.c. Children | tablet, p.c. 
or | capsule b.i.d., 12 hours apart (adults) 


SUPPLIED: Bottles of 100 green tablets or orange 
Sample and literature from... T.D. Capsules 


THE TILDEN COMPANY ©: NewLebanon, N.Y. 
Oldest Manufacturing Pharmaceutical House in America * Founded 1824 
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an ideal 
cerebral tonic 
and stimulant 
for the aged 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. 1.2.3, 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or % teaspoonful 
contains: 


Pentylenetetrazol. .100 mg. 
Nicotinic Acid...... 


CONFUSION ... 


1, Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., 

North Carolina M. J., 15:59%6, 1954 
3. Thompson, L., Procter, R., 
Clin. Med., 3:325, 1956 


toa 
NORMAL 
BEHAVIOR 
PATTERN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole distributors in California: 
The Brown Pharmaceutical Co., Los Angeles 
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TAKE A NEW LOOK AT ALLERGENS 
TAKE A LOOK AT NEW DIMETANE 


There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety...minimum 
drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE Extentabs® (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per 5cc.). 

A. H. ROBINS CO., INC., Richmond 20, Virginia 


(PAQABROMOYLAMINE MALEATE) 
Ethical Pharmaceuticals of Merit Since 1878 © 
*Typica! Allergens: Animal Hair and Dander + Pollen + Molds + Bacteria Ye... 4 
and Viruses Feathers Insect Scales Vegetable Fibers and Seeds 
Plant Juices - House Dust - Drugs and Chemicals + Minerals and Metals. re 
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To cut daytime lethargy 
(and keep rauwolfia potency) 


in treatment of hypertension: 


Mounting clinical evidence 
confirms the view that 
HARMONYL produces much less 
lethargy while reducing blood 
pressure effectively. In the most 
recent study', HARMONYL was 
evaluated in comparison with 
reserpine and other rauwolfia 
alkaloids. HARMONYL was the 
only alkaloid which produced a 
hypotensive response closely 
matching that of reserpine, 
coupled with a greatly reduced 
rate of lethargy. Only one 
HARMONYL patient in 20 
showed lethargy, while an 
average of 11 out of 20 showed 
lethargy with reserpine, and 10 
out of 20 with the 


alseroxylon fraction. 
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4 
they want. | 


jgitalis 


in its completeness 


in anxiety and hypertension 
NEW fast-acting 


Each pill is 


> uivalent to 
H armonyl-N one Digitalis Unit 


Harmony!* and Nembutal * 


Physiologically Standardized 


Calmer days, more restful nights starting first day therefore always 


of treatment, through synergistic action of 


dependable. 
HarMonyL (Deserpidine, Abbott) and NEMBUTAL 
(Pentobarbital, Abbott). Lower therapeutic Clinical a 
doses, lower incidence of side effects. Each physicians upon request. 


HARMONYL-N Filmtab contains 30 mg. NEMBUTAL 


Calcium and 0.25 mg. HARMONYL. Each 


Davies, Rose & Co., Ltd. ‘ 
HARMONYL-N Half-Strength Filmtab combines 


Boston, 18, Mass. 
15 mg. NEMBUTAL Calcium and 


0.1 mg. Harmonyt. 
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and inflammation 


with BUFFERIN’ 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.*) 


No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free Burrertn tablet contains acetyl- 
salicylic acid. 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158: 386 (June 4) 


1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 


when anxiety and tension “erupts” in the G. I. tract.. 


ILEITIS 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover or 


habituation... with PATHILON (25 meg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


Trademark e Registered Trademark for Trid hexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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diagnosis: hypertension, moderate to severe 


owering st -blood pressure is imperative 


Serpentinc's gradual tranquilizing and pro- 
longed hypotensive effect combines with faster-acting, 
more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
ticte the other's hypotensive activity and produce ben- 
eficia!l vosodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
and without deranging those mechanisms which control 
blood distribution and which normally prevent posturc! 
hypotension. 


Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensues . . . with a minimum 
of side effects. 


- im bottles of 100 and 1000 tablets. each containing 50 mg. Rauwolfia 

Serpentina and 0.2 mg Protoveratrimes A and B (the chemically 
standardized alkaloid of Veratrum Alba), of on prescription at 
leading pharmacies 


(asd) THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS 


*Trade Mark 


prescribed: Rauprote 


(Rauwolfia Serpentina and Protoweratrines A & B Combined) 
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‘does 
‘not 
increase... 


*Tests in a series of 25 patients show that 
there is “a definite and distinct lowering 
[of both volume of secretions and of free 
hydrochloric acid] in the majority of 
patients. . . . No patients had shown any 
increase in gastric secretions following ad- 
ministration of the drug.”* 


Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


1. ATARAX suppresses gastric secretions; 
others commonly increase acidity. 

. ATARAX is “the safest of the mi 
quilizers."* (No parkinsonian effect 
or blood dyscrasias ever reported.) 

It is effective in 9 of every 10 tense 
and anxious patients. 

. Five dosage forms give you maximum 
flexibility. 

supplied: 10, 25 and 100 mg. tablets, bottles of 
100. Syrup, pint bottles. Parenteral Solution, 
10 ce. multiple-dose vials. 

1. Strub, L. H.: Personal commu- 

. Ayd 

Assembly of General Practice, 7th Annual 
Scientific Assembly, Columbus, September 18- 
19, 1957. 


. F. J., Je.: presented at Ohio 


New York i7, New York 
Division, Chas. Piizer & Co., Inc. 


5 
there is one peptic ulcer... 
-Pastric 
secretion 
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diagnosis: hypertension, moderate to severe 


prescribed: Rau prote 


(Rauwolfia Serpentina and Protoveratrines A & B Combined) 


Owering of-blodd pressure is imperative 


WRauwolfic Serpentina’s gradual tranquilizing and pro- 
longed hypotensive effect combines with faster-acting, 
more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
ticte the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
ond without deranging those mechanisms which control 
blood distribution and which normally prevent postural 
hypotension. 

Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensues . . . with a minimum 
of side effects. 


- in bottles of 100 and 1000 tablets, each containing 50 mg. Rauwolfia 
Serpentina and 0.2 mg. Protoveratrines A and B (the chemically 
standardized alkaloid of Veratrum Alba of On prescription at 
leading pharmacies 


(ass) THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS *Trade Mark 
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peptic ulcer... 


does 
not 
‘inerease... 


*Tests in a series of 25 patients show that 
there is “a definite and distinct lowering 
[of both volume of secretions and of free 
hydrochloric acid] in the majority of 
patients. .. . No patients had shown any 
increase in gastric secretions following ad- 
ministration of the drug.””* 


Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


. ATARAX suppresses gastric secretions; 
others commonly increase acidity. 
is “the safest of the mild tran- 
(No parkinsonian effect 
lood dyscrasias ever reported.) 
. It is effective in 9 of every 10 tense 
and anxious patients. 
. Five dosage forms give you maximum 
flexibility. 


supplied: 10, 25 and 100 mg. tablets, bottles of 
100. Syrup, pint bottles. Parenteral Solution, 


10 ce. multiple-dose vials. 


references: 1. Strub, I. H.: Personal commu- 
nication. 2. Ayd, F. J., Jr.: presented at Ohio 
Assembly of General Practice, 7th Annual 
Scientific Assembly, Columbus, September 18- 
19, 1957. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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CORRECTS IRON DEFICIENCY 
AS IT STIMULATES APPETITE 


¢ Offers appetite stimulating Vitamins B,, B,, B,, and protein- 
upgrading |-Lysine, fortified with a readily absorbed, well- 
tolerated form of iron. 


¢ Delicious cherry base designed to appeal to all patients. 


PARTICULARLY FOR CHILDREN 


Helps young appetites keep pace with the increased nutritional 
demands of childhood while supplying adequate amounts of 
essential iron. 


¥ 
4 
: £ 


Provides the following percentages of Minimum Daily Requirements per teaspoonful: 


Child under 6 Child over 6 Adult 
B, 2000% 1333% 1000% 


Iron 400% 300% 300% 


FORMULA 
EACH TEASPOONFUL (5 cc.) CONTAINS 


I-Lysine HC]. . 

Ferric Pyrophosphate (Soluble) 
Iron (as Ferric Pyrophosphate) 
Vitamin B,» Crystalline . 
Thiamine Mononitrate (B,) 
Pyridoxine HCI (B,) 

Alcohol 


Average dosage is one teaspoonful daily. Available in bottles of 4 fi. oz. 


®REG. U.S. PAT. OFF. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK Lederie 
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Gastric distress accompanying “predni-steroid” 
therapy is a definite clinical problem —well 
documented in a growing body of literature. 


*“In view of the beneficial re- *“It is our growing convic- **The 
sponses observed when antacids tion that all patients receiving dence of this serious [gastric] 
and bland diets were used concom- oral steroids should take each side effect in patients receiving 
itantly with prednisone and predni- dose after food or with ade- prednisone or prednisolone 
solone. we feel that these measures quate buffering withaluminum suggests the advisability of 
should be employed prophylacti- or magnesium hydroxide prep- routine « o-administration of an 
cally to offset any gastrointestinal arations.”-—Sigler, J. W. and aluminum hydroxide gel.”— 
side effects.” —Dordick, J. R. et al.: Ensign, D. C.: J. Kentucky Bollet. A. J. and Bunim, J. J.: 
N. Y. State J. Med. 57:2049 (June State M. A.5-4:771 (Sept.) 1956. J. A. M. A. 158:459 (June 11) 
15) 1957. 1955. 


apparent high inci- 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA OF CO-HYDELTRA. 


provide all the benefits 
of “Predni-steroid” therapy — 
: plus positive antacid protection 
PREDNISONE 


against gastric distress 
multiple compressed tablets 


2.5 mg. or 5.0 mg. of prednisone 
” nisolone, plus 300 mg. of 
alum num hydroxide gel 
and 50 mg. magnesium trisille 
cate, in bet ttles of 30, 100, 500. 


PREDNISOLONE SUFFERED 


MERCK SHARP & DOHME oivision of MERCK & CO. Inc, Philadelphia 1, Pa. Qo) 
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when anxiety and tension “erupts” in the G. I. tract... 


in spastic 
and irritable colon 


PATHIBAMATE 


Meprobamate with PATHILON® Lederie 
Combines Meprobamate (400 mg.)the most widely prescribed tranquilizer... helps control the 
“emotional overlay” of spastic and irritable colon— without fear of barbiturate loginess, hangover or 
habituation... wif PATH!LON (25 mg.)the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 
Dosage: | tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


“Trademark @ Registered Trademark for Tridihexethy! lodide Lederte 
LEDERLE LABORATORIES DiVIS!ION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


PERFORMANCE | 
‘GREATER PERMANE 
‘IN THE MANAGEME 
OF DERMATOSES. 


Se A. 166:158,1958; Welsb.A-L. and Ede.M. 
“_.. prompt remissions of ...acute phases.” * 1. Clyman, S. G.: Postgrad. Med. 21-309, 1967. 


2. Bleiberg, J.: J. M. Soc. New Jersey 53:37, 1956. 
3. Abrams, B. P, and Shaw, C.: Clin. Med. 3:839, 1956. 

. 4. Welsh, A. L., and Ede, M.: Ohio State M. J. 50-337, 1954. 
GMs REED 4 CARNRICK | sersey City 6, New Jersey 5. Bleiberg, J.: Am. Practitioner 3:1404, 1957. 


with TARCORTIN 


76 Vircrnta MepicaL MoNTHLY 


ta 
4 growing body of published 
— roc 0.5%, Neomycin 0.35% (as Sulfate) anc 


Specializing in yout patients 


HOSPITAL, MEDICAL and SURGICAL 


insurance problems makes the local 


AMERICAN HEALTH agent 
a valued ‘doctors aid” 


Your local AMERICAN HEALTH agent is a 
specialist...a career man in his chosen field. 
He earns a position of friendship and trust 
with efficient service and prompt handling of 
claims. He understands the problems of the 
medical profession. 


AMERICAN 


HEALTH 


HEALTH 


INSURANCE CORPORATION 


300 St. Pau! Piace, Baltimore 2, Md. 
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Dial your physician 


before you 


count your calories 


You've probably heard that the best 
weight-losing exercise consists of placing both 
hands on the table’s edge . . . and pushing away 


If that doesn’t work, Peoples suggests another: 
Walk over to the telephone, pick up the receiver, 
dial your physician. It pays to check with 

your physician before serious dieting 


One of a Series of Newspaper Ads 


Based on knowledge, plus 
nts 
Directed to Your Patie 
and Our Customers.... can tell you what 
type of diet (if any) 
is required . . how much 


weight you should 
lose in what period 
of time .. . and if 
necessary, he can 
prescribe a proper 
appetite-control 
formula. 


SERVICE 
If he does prescribe one of the new 
weight-reduction drugs, you can be sure 

Peoples has it—and will dispense it quickly 

and accurately. And, of course, your prescription 
is priced with uniform economy . . . at every 
Peoples Drug Store. 


r 


| Bring Your Next Prescription to Peoples 


= PEOPLES Certified 


PRESCRIPTIONS 


& AT ALL PEOPLES DRUG STORES 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 


potent anticholinergic drugs. 


fe) 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

AtcLyNn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet), 


BRAYTEN PHARMACEUTICAL COMPANY © Chattanooga 9, Tennessee 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


A versatile, well-balanced formula offering in one tablet the 
drugs often prescribed separately for treating upper respira- 
tory infections. 

Traditional and nonspecific nasopharyngeal symptoms 
of malaise and chilly sensations are rapidly relieved, and 
headache, muscular pain, and pharyngeal and nasal dis- 
charges are reduced or eliminated. 

Early effective therapy is provided against such bacterial 
complications as sinusitis, otitis, bronchitis and pneumonitis 
to which the patient may be highly vulnerable at this time. 

Adult dosage for ACHROCIDIN Tablets and new, caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children reduced 
according to weight and age. 

Available on prescription only. 


TABLETS (Sugar-coated) 
Each tablet contains: 
ACHROMYCIN® Tetracycline 
Phenacetin 

Caffeine 

Salicylamide 

Chlorothen Citrate 
Bottles of 24 and 100 


SYRUP (Lemon-lime flavored) 

Each teaspoonful (5 cc.) contains: 

ACHROMYCIN® Tetracycline 
equivalent to tetracycline HCl 

Phenacetin 

Salicylamide 

Ascorbic Acid (C) 

Pyrilamine Maleate 

Methylparaben 

Propylparaben 

Bottle of 4 oz. 
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Eliminate IN ONE WEEK 
IN ONE OR TWO DAYS 


“ANTEPAR’ SYRUP | 
‘ANTEPAR’ TABLETS - per 
‘ANTEPAR’ WAFERS - Pip. 
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Highest, fastest tetracgeline blood 
levels, with gi »cosamine enhancement. A screen- 
ing program involving 34 possible adjuvonts, 
multiple four-way crossover tests, 30,000 blood 
leve! determinations and more then 100,000 
assays proved glucosamine to be the énhancing 
agent of choice. 


congisteneg of higher 
terra: ine Steed fevelis Not only 
does ‘mine considerably increase 
ent ood levels faster, but it produces 
the Lig »iood levels more consistently 
as snows by extensive crossover tests. 


Achieved with the physielegic 
advantages of glucosamine, 
normal humen metabolite. Glucosamine, 
found widely in the body, is Nontoxic and 
does not irritate the gastrointestinal tract; 
there is evidence that glucosamine may 
favorably influence the bacterial flora of the 
intestine. Further, it is sodium free and re- 
leases only four calories of energy per gram. 


The most widely prescribed 
broad-spectrum antibiotic now 
potentiated with glucosamine, the 


Hal} strength (125 mg. capsules) for long-term indications or pediatric use. 


Pfizer Pfizer Laboratories, Division, Chas. Pfizer & Co., Ine., Brooklyn 6, N.Y. 
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a 
completely new 
all NEW 
electro- 
cardiograph 


production of the world’s choicest electronic medical-surgical 
equipment is now culminated in the presentation of 
this new — finest of all, electrocardiograph. 


THE BIRTCHER CORPORATION 
Department V M-358 


THE 4371 Valley Boulevard, Los Angeles 32, California 
BI RTCH ER Please send me descriptives detailing 
COR PORATION the 19 new engineering features found exclusively 


in your all-new Electrocardiograph 
Dr. 


Los Angeles 32, California 


Address 


City 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 
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Pavatrine 


15 mg. 


Abbott 
American Health 
American Meat Institute 

Medical 
Ames Company, Inc._ 

Appalachian Hall 

Ayerst Laboratories 

Bayer Company Division of Drug 
Birtcher Corporation, The oa 

Brayten Pharmaceutical 


10, 11, 12, 


American Association _ 


Company 


Bristol-Myers Company 

Burroughs Wellcome 

Corn 

Davies, Rose & Co., Ltd. 

Drug Specialties, Inc 

Eli Lilly and Company 

Endo Laboratories 

First & Merchants N:=tional Bs ank 
Gill Memorial Eye, Ear and Throat eatiel. 
Hladys Guidance Center 

Jefferson, A. G._- 

Johnston-Willis Hospital 

Keeley Institute, The 


Lederle __--_18, 19, 24, 39, 40, 41, 47, 56, 69, 72, 73 


Merck Sharp & Dohme-_- -----20, 21, 30, 36, 37, 55 


Parke, Davis & Company- nan ..Inside Front 
Patterson’s Safe Service Drug Stores 

People’s Service Drug Stores, 

Pfizer Laboratories = 
Piedmont Auto and Truek 


Physicians Products Co., 


Rental, 
Inc. 
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Plyler’s Nursing Home, Mrs.- 
Reed & Carnrick___ 


Richmond Eye Hospital Rishincad Far, 
Throat Hospital 


Richmond Hotels Incorporated 
Riverside Convalescent Home 
Robins 
Roerig 
Saint 

Schering 


Smith-Dorsey 

Smith Kline & 

Squibb 

Stuart Circle Hospital] 

St. Elizabeth's Hospital__- 
Luke’s Hospital- 


Private Psy 


and 


State Board of Medical Examiners ry Virginia, The__ 


St. Paul-Western Insurance The 


Terrace Hill Nursing Home_- 
Tilden Company, The- 
Thompson Homestead School, The 
Tucker Hospital 
United States Brewers Fcundation_ 

U. S. Vitamin 
Vale Chemical Company, 


Corperation 
Inc., The 
Wallace 
Westbrook 

White Cross Hospital 

Williams Printing 
Winthrop 
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TASTY, 
FAST-ACTING 

ORAL FORM 

OF CITRATE-BUFFERED 
ACHROMYCIN V 


Visi 
a! > , 
{ 


© accelerated absorption in the gastro- 
intestinal tract 


© early, high peaks of concentration in body 


aqueous tissue and fluid 
© quick control of a wide variety of infections 
ready-to-use unsurpassed, true broad-spectrum action 
© minimal side effects 
freely miscible e well-tolerated by patients of all ages 
ACHROMYCIN V SYRUP: 


Orange Flavor. Each teaspoonful cc.) 
contains 125 mg. of tetracycline, HC! equivalent, 
citrate-buffered. Bottles of 2 and 16 fi. oz. 


DOSAGE: 
j 6-7 mg. per Ib. of body weight per day. 


*Reg. U.S. Pat. Off. 
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Lectorte ) AMERICAN CYANAMID COMPANY 
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See anybody here you know, Doctor? _ 


AMPLUS: 


., for sound obesity management 
dextro-amphetamine plus vitamins 
and minerals 


STIMAVITE 


stimulates appetite and growth 
vitamins B,, B:, By, C and L-lysine 


I’m too little 


® 
OBRON 
a nutritional buildup for the OB patient 
® 
OBRON 
HEMATINIC 


when anemia complicates pregnancy 


I’m simply two 


® 
NEOBON 
And I’m getting brittle 5-factor geriatric formula 
hormonal, hematinic and 
nutritional support 


ROETINIC 


one capsule a day, for all treatable anemias 


With my anemia, 


Pll never make it up HEPTUNA. PLUS 


that h igh when more than a hematinic is indicated 


( Prescription information on reques#) 


... solve their problems with a nutrition product from New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the 7 “dont's”’ 


of office psychotherapy? 


(1) Don’t argue—let patient “talk out” his troubles. (2) Don’t counsel—help 
him solve his own problems. (3) Don’t be hostile—allow patient to express 
hostility without reciprocating. (4) Don’t be unsure—stress significance of 
normal or abnormal physical findings in relation to symptoms. (5) Don’t be 
too reassuring—Overoptimism may suggest you take the symptoms too 
lightly. (6) Don’t approve or censure. (7) Don’t be too credulous— patients’ 
words may conceal hidden meanings. 


Source — Hyman, M.: Some Aspects of Psychiatry in General Practice, GP 16:83 
(Oct.) 1957. 


calmative N 0 STYN* 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


for tranquil—not “tranquilized” patients 


“Anxiety and nervous tension states appeared to be most benefited....The patients 
experienced and expressed a feeling of greater inward security, serenity.... Mental 
depression, one of the undesirable side actions in many other sedatives, did not 
develop in any of the patients....”* 


*Bauer, H. G.; Seegers, W.; Krawzoff, M., and McGavack, T. H.: A Clinical Evaluation 
of Ectylurea (NosTyYN *), in press. 


dosage: Children—150 mg. (1% tablet) three or four times daily. Adults— 150-300 
mg. (12 to | tablet) three or four times daily. 


supplied: 300 mg. scored tablets: bottles of 48 and 500 


AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto aazss 
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in G.I. disorders 


‘Compazine’ controls tension 


— often brings complete relief 


In such conditions as gastritis, pylor- 
Ospasm, peptic ulcer and spastic 
colitis, “Compazine’ not only re- 
lieves anxiety and tension, but also 
controls the nausea and vomiting 
which often complicate these 
disorders. 

Physicians who have used “Com- 
pazine’ in gastrointestinal disorders 
—often in chronic, unresponsive 
cases—have had gratifying results 
(87% favorable). 


Compazine 


the tranquilizer and antiemetic 


remarkable for its freedom from 
drowsiness and depressing effect 
Available: Tablets, Ampuls, Multi- 
ple dose vials, Spansule“ sustained 


release capsules, Syrup and Sup- 
positories. 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
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